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BRAIN ABSCESS 
Joseru E. J. Kina, M.D. 
New York, N. Y. 


It is the intention of the author to present 
this paper in ordinary, everyday language, 
having in mind the multiple interests of this 
audience in contrast to a group more specifi- 
cally interested in neurology and neuro-sur- 
gery. 

A brain abscess may be located in the cere- 
brum, cerebellum or brain stem. This paper 
concerns itself only with those in the cerebrum 
and cerebellum. An abscess may be termed 
acute or chronic, for the sake of discussion, 
although the surgical definition of a true 
abscess carries with it the meaning that the 
lesion is circumscribed and walled-off. In the 
beginning of the process, the condition is that 
of localized encephalitis regardless of the 
method of introduction of the infecting organ- 
isms. There is an inflammatory leukocytic in- 
filtration with edema. The surrounding brain 
substance becomes softened, breaks down and 
necrosis ensues. The necrotic area liquifies and 
becomes a small “core” of pus and detritus 
contained in an ill-defined cavity without a 
real wall. About this suppurative focus, ne- 
crosis of the brain substance lining the irreg- 
ular, non-encapsulated cavity continues with 
formation of more pus. The cavity is lined 
with shaggy necrotic tabs of hemorrhagic 
brain tissue. Beyond the necrotic zone there is 
a layer of markedly edematous brain sub- 
stance. The edema is marked and extends 
most rapidly in single metastatic lesions. 

The suppurative process may extend, with- 
out being limited, into the meninges or ven- 
tricle, which may prove fatal. Should the pro- 
tective reaction of the brain be sufficient, the 
suppurative process becomes limited, the 
edematous area is lessened, the accumulated 
pus is walled-off or “encapsulated” and a 
chronic brain abscess results—a most fortun- 
ate occurrence. 


Delivered by invitation at the Sixty-sixth Annual 
Meeting of the Florida Medical Association, Daytona 
Beach, May 1, 2, and 3, 1939. 


The wall of the abscess may have a thick- 
ness of from 1 mm. to 4 or % inch, the 
usual thickness observed being about 2 to 4 
mm., requiring from three to five weeks in its 
formation. The wall may be so firm that the 
lesion could be mistaken for a solid tumor. In 
fact, instances are reported in which the en- 
tire abscess was removed as a tumor, and its 
true identity was not detected until sectioned. 

The type of organism producing the abscess 
and the amount of resistance offered by the 
brain substances influence the formation of an 
abscess wall. In cases where certain anaerobic 
organisms are present, there is little tendency 
to walling-off. The wall may be quite firm, 
thick and resistant, due to the presence of a 
larger amount of fibrous tissue. On the con- 
trary, some well-defined abscess walls, even 
though 2 to 4 mm. thick, are soft, friable and 
easily perforated or torn. All are not alike in 
this respect. 

The wall is thickest at the pole of the 
abscess near the involved bone, external pole 
in temporal and frontal abscesses and anterior 
or internal pole in most instances of cerebellar 
abscesses. The inner wall, the so-called “pyo- 
genic membrane,” is fairly smooth. The color 
of its inner surface is usually yellow or pink- 
ish yellow. The outer wall usually has the 
dark brownish-red color of a decaying cherry, 
or it may be gray. 

In an early abscess that is not encapsulated, 
and before definite, firm encapsulation has 
taken place, the contents are not homogeneous. 
They consist of a supernatant yellow, oily, 
murky liquid, and a residual thicker fluid made 
up of pus and brain debris or detritus. In 
chronic abscesses with a firm wall, the pus is 
usually thick and vellow, or greenish-yellow. 
It may have no odor, or the pus may be very 
fetid and foul-smelling 

The shape of most abscesses is ovoid, with 
the smaller pole directed toward the infected 
bony cavity from which the infection spreads 
to form the abscess. Other abscesses, especi- 
ally single, metastatic lesions, are more likely 
to be spherical. In instances where the abscess 
has spontaneously evacuated itself through 
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the cribiform plate or through the external 
auditory canal, the abscess may be the shape 
of a fig, surrounded by pericapsular purulent 
necrotic brain substance. 

Abscesses most amenable to surgical treat- 
ment range from the size of a large malaga 
grape to that of an orange. The usual size is 
about that of a golf-ball or a tangerine. The 
amount of pus contained varies from one or 
two teaspoonfuls to over seven ounces, the 
most observed by the author in which recov- 
ery took place. The average capacity is from 
1-3 ounces in cerebral, and about 1 ounce or 
less in cerebellar. 

Any of the pyogenic organisms may pro- 
duce a brain abscess, the most common being 
Streptococcus haemolyticus. Some are due to 
the pneumococcus, the staphylococcus, colon 
bacillus, etc., or the organisms may be mixed. 
Some abscesses contain sterile pus. 


SOURCE OF INFECTION, AND LOCATION OF 
ABSCESS 


1. Otitic infections : mastoiditis, otitis me- 
dia, necrosis of the petrous pyramid, thrombo- 
sis of the lateral sinus, etc. 

2. Infections of the 
sinuses. 

3. Metastatic. 

4. Various diseases of the skull: osteo- 
myelitis, malignancy, actinomycosis, etc. 

5. Traumatic. 

Abscesses resulting from otitic infections 
are usually located in the homolateral temporal 
or cerebellar lobe, or both, the temporal region 
being more commonly involved. Involvement 
of the contralateral hemisphere may take 
place, in which case the infection spreads 
through the sinuses. This is not common. The 
temporal portion of the temporosphenoidal 
lobe is involved more often than the sphenoid- 
al. In the case of cerebellar abscesses, the outer 
inferior portion of the lobe is more frequently 
the site of the lesion, but it may be central in 
position. 

An abscess secondary to infections of the 
nasal accessory sinuses usually involves the 
frontal lobe. It occupies, as a rule, the anterior 
pole of the lobe extending backward, upward 
and outward, external to and above the an- 
terior horn of the lateral ventricle. However, 
it may be situated in the lower internal por- 
tion of the lobe nearer to the falx and base 
than to the cranial vault. The homolateral lobe 


accessory nasal 
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is usually the one involved but the abscess may 
be in the opposite lobe, and the lesion is some- 
times bilateral. 

Metastatic abscesses are single in about 50 
per cent of cases, and may be amenable to sur- 
gical treatment, while 50 per cent are multiple 
and hopeless. Single abscesses are most com- 
mon in the left cerebral hemisphere,—fronto- 
parietal, frontal, parietal, or occipital, in order 
of frequency. The cerebellum is seldom in- 
volved. Single abscesses are usually large, 
originate in the white matter and encroach 
closely upon the lateral ventricle. 

An abscess resulting from osteomyelitis 
may be single or multiple, and is usually sit- 
uated near or adjacent to the suppurative 
process in the bone. 

Traumatic abscess may be situated in any 
part of the brain, especially when it is associ- 
ated with a foreign body. The cerebral hemi- 
sphere, being more exposed to penetrating 
compound fractures of the skull, is often the 
site of a traumatic abscess. 

Let us now consider the individual abscesses 
-——namely, temporal frontal, cerebellar, trau- 
matic and metastatic with regard to their 
origin, symptoms and diagnosis. 


TEMPORAL LOBE ABSCESS 


Abscess occurs more frequently in the tem- 
poral lobe than in any other part of the brain. 
It is secondary, as a rule, to otitic infections 
and its presence may be recognized either be- 
fore or after a mastoidectomy has been per- 
formed. A common picture is that of the pa- 
tient who has had a chronic, purulent dis- 
charge from the ear for a long time, or mas- 
toidectomy has been performed and the pa- 
tient is not doing well afterwards. The wound 
does not heal completely or as well as it 
should. There is a continuation of foul-smell- 
ing purulent discharge from the ear or the dis- 
charge may have ceased rather suddenly. 
Cholesteatoma, with necrosis of the dural plate 
and pathological exposure of the dura, may 
be found. The cortex of the mastoid may be 
hard and eburnated like ivory, while the bony 
areas near the dura may be soft and partly 
destroyed by the disease. The abscess may 
have existed for some time and a mastoid- 
ectomy may not have been performed. 

The infection spreads from the diseased 
area in the middle ear along the following 
pathways: 
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a. Necrosis and perforation of the roof of 
the tympanic cavity. An extradural abscess 
may be present. The dura and other meninges 
become adherent to the necrotic bone area and 
to the brain, and the infection spreads directly 
into the brain substance and an abscess forms. 
Most of these occur in patients between 20 and 
40 years of age for the reason that the roof 
of the tympanic cavity is much thinner and 
more friable in adults than in children. The 
external portion of the wall of these abscesses 
is situated very near the surface, may have a 
“stalk”’ connecting it with the diseased area 
in the skull, and may even perforate the wall 
spontaneously and discharge large quantities 
of pus through the external auditory canal. 

b. Infection may extend or spread along 
the perivascular spaces of perforating blood 
vessels. In such instances the abscess wall is 
at a greater distance (1-3 cm.) from the men- 
inges covering the temporal cortex. There 
may be no gross changes in the cortex. 

c. Purulent thrombosis of the lateral sinus 
may be followed by abscess formation in the 
temporal lobe, but it is more frequently the 
cause of a cerebellar than a temporal abscess. 

d. The infection may pass through the in- 
ternal auditory meatus but this seldom occurs. 
Petrositis involving the tip of the petrus is 
more likely to produce meningitis than brain 
abscess. 

Symptoms and signs of temporal lobe ab- 
scess. Symptomatology and neurologic signs 
vary considerably with regard to the stage of 
development of the abscess. Pain in the ear, 
later in the head, is one of the first symptoms. 
The pain is located in the temporal region but 
radiates to the frontal and less frequently to 
the occipital region. It is not called a “‘head- 
ache” by the patient, but “pain.” The pain is 
severe and sometimes excruciating so that the 
patient may cry and moan. In children the 
crying is hard and prolonged and not the sud- 
den short outburst of crying observed in well- 
developed meningitis. The pain may be inter- 
mittent or continuous. Seldom does one fail to 
obtain the history of pain if the patient or 
family is carefully questioned. The pain is due 
to the rapid increase of intracranial bulk re- 
sulting from the suppurative encephalitis ac- 
companied by marked edema. Loss of appe- 
tite and vomiting, not usually associated with 
nausea, occur early. A mild or severe chill, or 
chilly sensation is experienced early in most 
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cases, lasting from a minute or two to a half 
hour. 

The pulse and temperature are elevated at 
first, more in children than in adults. There is 
no choking of the discs or engorgement of the 
veins at this time. There is marked prostra- 
tion; the tongue is coated, and there is a foul 
odor to the breath. During this time, in the 
first two or three days, the diagnosis of the 
true condition is seldom made, though it may 
be suspected. High fever, stiff neck, and the 
Kernig sign are present only when meningi- 
tis accompanies the formation of the abscess. 

Should the suppurative area not be limited, 
the process usually extends into the ventricle, 
meninges, or both, and suppurative leptomen- 
ingitis ensues, followed by death. Should the 
process be limited and circumscribed and a 
definite wall be established, the symptoms and 
signs change in character and degree. The 
pain is not so severe in many instances, but 
may be marked in others. The patient may not 
complain so much of the pain on account of 
the general diminished sensibility, diminution 
of the encephalitis and edema, or both. It is 
believed to be due for the most part to the 
former, i. e., diminished sensibility, for there 
is still marked increase of intracranial pressure 
and the hemisphere containing the abscess is 
always much larger than normal. The patient 
as a rule becomes lethargic, stares vacantly, 
and there is a loss of cerebration and attentive- 
ness amounting to a dreamy state. One may 
gain the patient’s attention by sharply spoken 
words or commands, but soon he lapses into 
an inattentive, listless condition. 

The temperature ranges from normal to 
102 F. Although some observers state that the 
temperature is normal or even sub-normal, 
most of the patients whom I have observed 
have registered a rectal temperature of be- 
tween 100 and 102 F. Noone has satisfactorily 
explained why the low temperature exists. The 
pulse becomes slow, and may be as low as 45 
or 50 per minute or less. It may be normal, 
but not increased except in complicated cases. 
The respiration rate is also lowered, but is 
usually regular. 

There is rapid loss of weight. (On recov- 
ery, the gain in weight is likewise rapid). The 
breath is very foul, and the teeth are covered 
with dirty yellow material. 

Paresis of the face on the contralateral side 
is to be expected, but it never reaches the de- 
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gree of paralysis seen on the homolateral side 
due to the physiological or anatomical in- 
terruption of the facial nerve by disease or op- 
eration upon the mastoid. Only in large ab- 
scesses or in those with extensive edema does 
one observe paresis of the arm of the opposite 
side, and rarely is the lower extremity in- 
volved. Sudden hemiplegia of the opposite 
side is never seen except in instances of sup- 
purative leptomeningitis or metastatic lesions. 


Aphasia in some form is usually present in 
lesions of the left temporal lobe in right hand- 
ed patients and vice versa. The most frequent 
form is anomia, the use of the wrong word. 
The next most frequent type is circumlocu- 
tion, the inability to name an object though 
able to state its use. There may be inability to 
write or spell. Motor aphasia is seldom ob- 
served and, when it is, one may know that 
the abscess is large and extends farther for- 
ward than usual. 

Ophthalmologic examination usually gives 
interesting data. The pupil may be dilated as 
a result of pressure on the third nerve. Seldom 
is the nerve completely paralyzed, and then 
only if meningitis is present. There may be 
paralysis of the sixth nerve with inability to 
look outward, the nerve involvement being 
due to highly increased intracranial pressure 
or to concomitant petrous tip involvement. 
The most constant finding is engorgement of 
the retinal veins, usually more marked on the 
homolateral side. Hemorrhages, fresh and old, 
may be seen, especially in abscesses which have 
existed for several weeks. Papilledema is not 
observed early, but may be marked, 3-5 diop- 
ters, by the time the patient comes to opera- 
tion. The amount of swelling of the discs does 
not determine the size of the abscess. If the 
patient is cooperative, quadrantic or hemian- 
optic defects may be determined. These are of 
value in localizing the lesion. Astereognosis is 
often demonstrated in cooperative patients. 

The deep reflexes are usually increased, 
greater on the opposite side. The Babinski 
sign on the contralateral side may or may not 
be present. The abdominal reflexes are usually 
diminished on the opposite side. 

Lumbar puncture often reveals clear fluid 
under pressure, well over 200 mm. of water. 
The cell count may be normal but is usually 
increased, 20, 50 or 100 or more per cm. 


Before encapsulation takes place the cells are 
predominantly polymorphonuclear cells. When 
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the cells are predominantly lymphocytes, it is 
an indication that walling-off of the abscess 
has been completed. Although rapid removal 
of a large quantity of cerebro-spinal fluid may 
result in a fatality, it is not believed that the 
slow removal of about 2 cc. of fluid through 
a small needle for diagnosis is ever followed 
by untoward results. In fact, a careful lumbar 
puncture may, at times, be of therapeutic 
value. 

The leukocytic and polymorphonuclear cell 
count are increased as a rule, the former rang- 
ing between 11,000 and 18,000 with an aver- 
age of about 14,000 cells per cm. and the latter 
from 85 to 92 per cent. Only in old chronic, 
well walled-off abscesses is the count not in- 
creased. Radiographic films may be of some 
value, especially if a pathological exposure of 
dura has occurred. 

You have heard the words “usual’’ and 
“likely” repeated. From this one can readily 
infer that all cases do not always present these 
signs and symptoms, especially when first seen 
by the neurologic surgeon. The patient may be 
in such profound stupor or coma that no his- 
tory is obtainable from him, and very little 
definite information can be had from relatives 
or friends. On the other hand, the abscess may 
be so well walled-off, benign and innocuous 
that no sign or symptom is present, and the 
fact that an abscess exists may not be deter- 
mined except at autopsy. Such may be the ex- 
tremes in signs and symptoms. 

The abscess may become calcified and give 
no further trouble. The contents may become 
sterile, the lesion quiescent, and iio trouble de- 
velop until the patient sustains a trauma, like 
a blow on the head. Then the abscess may in- 
crease in size and rupture spontaneously into 
the meninges or ventricle with fatal termina- 
tion. One of these complications usually arises 
if the abscess is not successfully operated 
upon, but the patient may survive, ignorant of 
the presence of a brain lesion of any kind and 
die of other causes. The abscess may rupture 
spontaneously through the ear, but cure is not 
likely to be effected by so doing. Although 
death may result from greatly increased intra- 
cranial pressure which paralyzes the medul- 
lary centers, it is more likely to follow sudden 
rupture into the ventricle or meninges. In the 
former, death results in about 6 to 8 days, 
and in the latter, within 36 hours. 

Diagnosis. One would be justified! 
cluding that a diagnosis should be made read- 
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ily and easily after considering the points 
enumerated. In some instances this is so, and 
the diagnosis can be made almost as readily 
as in the ordinary case of acute gangrenous 
appendicitis. Unfortunately, this is not always 
the fact. At times, diagnosis and localization 
of a brain abscess may be extremely difficult, 
—sometimes even impossible. 

When in doubt, one should resort to ventric- 
ulograms. Any case of temporal abscess which 
lends itself to operative interference will 
produce displacement and distortion of the 
lateral ventricles. Ventriculography is pre- 
ferred to encephalography and is believed to 
be safer in these cases. Accurate localization 
of the abscess is most important if a success- 
ful outcome is to be expected. Indiscriminate 
exploratory punctures with a cannula, or ex- 
ploratory punctures through an infected field 
can be mentioned only to be strongly con- 
demned. 

Temporal abscess should be differentiated 
from middle ear disease with adjacent edema 
of the brain, “serous meningitis,” extradural 
abscess, sinus thrombosis, brain tumor, spon- 
taneous subcortical hematoma, chronic sub- 
dural hematoma, and abscesses in other por- 
tions of the brain. Time will not permit con- 
sideration of these topics. 


FRONTAL LOBE ABSCESS 


An abscess in the frontal lobe gives rise to 
the same general symptoms and signs as a 
well developed abscess in any other part of the 
cerebrum, namely, pain in the head, nausea 
and vomiting, foul breath, prostration, rapid 
loss of weight, slight elevation of temperature, 
slow pulse, fundi changes, leukocytosis, find- 
ings in the cerebrospinal fluid, changes in re- 
flexes, slow cerebration, drowsiness, stupor, 
and coma. 

Localization and lateralization are usually 
much more difficult than in any other abscess. 
In fact, the neurologic findings may be very 
meagre, almost to the point of being non- 
existent. When the general symptoms and 
signs of a brain abscess are present in a given 
case, the mere lack of localizing signs would 
make one choose the frontal lobe as the prob- 
able site. This is true especially if the abscess is 
small, or has reached a very chronic stage. 
The abscess may be very large, almost un- 
believably so, and it is only when the abscess 
or the surrounding edema is extensive that 
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lateralization may be determined. As the ab- 
scess or surrounding edema progresses back- 
ward, the two most helpful findings present 
are aphasia, when the predominant lobe is in- 
volved, and paresis which the lesion produces. 
Paresis of the opposite upper extremity 
(weakened grip, etc.) occurs first, followed by 
that of the lower extremity and last, if at all, 
of the face. In temporal abscess, the paresis is 
noticed first in the face, then arm, and last, 
if at all, in the lower extremity. Flaccid hem- 
iplegia has never been observed except when 
the abscess has ruptured into the meninges. 
Rupture into the ventricle will otherwise occur 
before the abscess produces complete hemi- 
plegia. 

Dilatation of the homolateral pupil and uni- 
lateral loss of smell are of value in determin- 
ing which lobe is involved. X-ray films of the 
sinuses and the operative site may suggest the 
side involved, although the abscess may de- 
velop in the frontal pole opposite to the opera- 
tive site, or it may be bilateral. 

In an instance where one has very definite 
reasons for believing that an abscess is situ- 
ated in a frontal lobe, exploratory puncture is 
advisable. If negative, ventricular puncture 
for ventriculography can be made through the 
burr hole. Where signs and symptoms are not 
of lateralizing value, ventriculography is pre- 
ferred. The ventriculograms will show marked 
compression and displacement of the ventricle 
backward and downward. 


CEREBELLAR ABSCESS 

Cerebellar abscess is more frequently found 
in children and younger people than in adults. 
The abscess is usually located in the lobe ad- 
jacent to the involved mastoid or lateral sinus 
or both, is more frequently situated in the ex- 
ternal portion of the lobe, and is smaller than 
the usual cerebral abscess. Frequently it is the 
shape of a bird’s egg, with the smaller pole 
directed forward and firmly fixed to the poste- 
rior surface of the petrus, from whence the in- 
fection extends. However, it may be centrally 
located within the cerebellar lobe. 

From the foregoing one can readily under- 
stand what the signs and symptoms might be. 
As the abscess increases the size and shape of 
the lobe which it occupies, pressure is made 
across the midline, resulting in displacement 
of the medulla and brain stem, producing, as 
a rule, homolateral pyramidal track signs, 
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compression and blocking of the aqueduct, 
causing internal hydrocephalus. This results 
in marked increase of intracranial pressure, 
bilateral papilledema, which may be equal, 
and bilateral frontal headache. Tenderness and 
pain on percussion may be elicited over that 
portion of the occipital region beneath which 
the abscess lies. There is frequently associated 
soreness and slight stiffness of the neck, more 
on the involved side than on the opposite. 
Nystagmus toward the affected side is usually 
observed. 

Diagnostic lumbar puncture must be done 
with great care. Therapeutic lumbar punctures 
are banned. For relief of pain, ventricular 
puncture through a burr hole over the homo- 
lateral anterior horn is easily accomplished 
and should be done in every case. In most 
cases of cerebellar abscess observed by the 
author the patients were stuporous or in coma. 
Following ventricular puncture the mental 
condition clears up almost immediately and 
the severe pains are relieved. During this pro- 
cedure air can be readily substituted for the 
cerebrospinal fluid and ventriculograms should 
be made which will show tke degree of the di- 
latation of the ventricles. On the anteriopos- 
terior film the lateral ventricles will show 
moderate symmetrical dilatation, and the third 
ventricle will appear dilated and in the mid- 
line. On the posterior-anterior view the poste- 
rior horn on the involved side will be smaller 
than that of the opposite side. This is due to 
the pressure exerted from below upward by 
the increased size of the involved cerebellar 
lobe, the pressure being transmitted despite 
the intervening tentorium. In labyrinthitis this 
does not hold true; therefore, ventriculograms 
are valuable in differentiating between these 
two conditions. 


TRAUMATIC BRAIN ABSCESS 


Traumatic brain abscess may follow various 
kinds of trauma such as punctured wounds of 
the skull and brain, compound fractures of the 
skull and gunshot wounds. The abscess may 
develop rapidly and show definite evidence of 
its presence in 2 or 3 weeks. It may form many 
weeks, months or years after the original in- 
jury. In a small punctured wound of the skull, 
dura and brain, the infection is carried direct- 
ly into the brain, and the production of an 
abscess is due to direct implantation. This 
process may likewise follow extensive com- 
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pound fractures of the cranial vault but if the 
original wound is properly treated, the sub- 
sequent formation of a brain abscess should 
be rare. Compound fractures of the base of 
the skull are much more likely to produce 
meningitis than abscess. 

In some cases the original wound may have 
been sutured and well healed externally, only 
to be followed several weeks later by signs 
and symptoms indicating development of an 
abscess. Simple depressed fractures sometimes 
involve the mastoid and the frontal sinus and 
ethmoids in the fracture lines, allow release or 
spread of pre-existing infection from these 
structures into the fracture lines, and thus 
open pathways to the brain, followed by ab- 
scess formation. 

Associated with partial avulsion of the 
scalp, infectious material may be ground into 
the outer table of the skull, local necrosis of 
the skull may occur, giving rise to an abscess 
of the brain comparable to one complicating 
osteomyelitis of the skull. 

An abscess may develop spontaneously from 
latent infection about a retained foreign body 
in the brain many years after its introduction, 
or shortly after removal of a foreign body 
which was retained for many years. In a case 
observed a large abscess developed at the site 
from which a piece of knife blade was re- 
moved. The piece of knife blade measuring 
3% inches in length with a saw-tooth edge, 
had been in the brain for over 28 years, the 
longest noted interval in the experience of the 
author. 

Abscesses may appear early or late in 
bullet tracts, with or without retention of 
foreign bodies. When the abscess is secondary 
to a punctured wound of the brain, compound 
comminuted fracture with or without dural lac- 
eration, simple depressed fractures of the skull 
involving the mastoid or nasal accessory 
sinuses, its location is usually beneath and near 
the site of the injury. Pus may be seen dis- 
charging through the wound, or there may be 
no discharge of pus. There is always a con- 
siderable amount of fibrous tissue formation 
in the structures overlying the abscess and the 
communication may be well walled-off. For 
these reasons, this type of traumatic abscess is 
especially amenable to operative interference. 
Another important bearing on the probable 
prognosis is that the abscess is single in about 
90 per cent of the cases. Abscesses about deep- 
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ly retained foreign bodies offer many more 
difficulties. Traumatic abscesses which do not 
communicate with the wound, and therefore 
do not discharge pus, present general symp- 
toms and signs observed in cases of any well 
formed abscess of the brain. Should pus be 
discharging from the wound, symptoms and 
signs will usually be to a lesser degree on 
account of the continuous decompressive 
effect. 


METASTATIC BRAIN ABSCESS 


About 50 per cent of these cases are mul- 
tiple, and therefore hopeless. In the cases of a 
single abscess, the surrounding edema and 
softening of the brain is more extensive than 
that present in any other form of brain ab- 
scess. It is always in the white matter. For 
these reasons earlier rupture into the ven- 
tricle, and not into the meninges, occurs. A 
fatal result ensues within 2 or 3 weeks in the 
majority of cases. On the other hand, encap- 
sulation may occur but all of these abscesses 
are large and encroach closely upon the ven- 
tricle. The intervening wall may be so thin 
that it appears translucent after evacuation 
and inspection of the abscess cavity, and there 
is grave danger of ventricular rupture from 
the ventricle into the abscess cavity if the 
postoperative increase of intraventricular 
pressure is not controlled by lumbar punctures. 

Since the abscesses are usually in the fronto- 
parietal, parietal or occipitoparietal regions, 
localizing signs and symptoms such as hemi- 
plegia, hemianesthesia, homonymous hemian- 
opia and aphasia, are frequently present, and 
localization is readily made. 


Prognosis is good in all cases of single un- 
complicated, well walled-off abscesses. This 
opinion is not universal, and previous to the 
last two decades, recovery was not expected 
by physicians or laymen. When a patient re- 
covered, luck was thought to have played a 
big part. Sir William Macewen of Glasgow 
in his outstanding book Pyogenic Diseases 
of the Brain and Spinal Cord published in 
October, 1893, held a different view and even 
then stated in one of the concluding para- 
graphs: “One might almost conclude that in 
uncomplicated abscess of the brain, operated 
on at a fairly early period, recovery ought to 
be the rule.” 

Treatment. All of the extradural foci should 
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be eradicated. Operations upon the mastoid 
and sinuses, without the use of mallet and 
gouge, should have been completed. Many 
“brain abscess pictures” will clear up, due to 
the fact that the condition was caused by 
edema, extradural abscess, etc. The treatment 
of the abscess is surgical. This statement does 
not imply that the operation has to be done 
immediately in all cases. With the exception of 
cases of single, acute metastatic abscess, it is 
best that the operation be done after the third 
or fourth week, at which time complete wall- 
ing-off and encapsulation of the abscess is ex- 
pected. The increase in the cerebrospinal fluid 
cell count, changing of the nature of the ma- 
jority of cells from neutrophils to lymphocytes, 
is indicative of better encapsulation. Should 
operative interference be advisable, supportive 
dehydrating measures should be adopted. 
Blood transfusions may be indicated. Intra- 
venous administration of 100 cc. of 50 per 
cent solution of sucrose is probably the best 
dehydrating agent. Its dehydrating effect is 
more prolonged than that of glucose; its re- 
sults are striking in some cases of abscess. It 
has been observed that a change from deep 
coma to that of clear mentality has followed 
administration of sucrose or glucose and the 
reverse was true when the solution was with- 
held. 

When the proper time for operation on a 
cerebral abscess has been determined, the open 
method is preferred to the closed method of 
tube drains or tapping. With the open opera- 
tion, advocated by the author in 1923 and 
used by him since that time, the overlying 
bone, dura, and cortex are removed, the bony 
opening measuring about 3 to 4 cm. in diam- 
eter. Most abscesses amenable to surgery are 
situated not more than 2 cm., and frequently 
much less, from the dura. This has been ob- 
served many times at operation and in mu- 
seums. Through a dural opening of the size 
suggested, necrotic brain and pus outside an 
abscess cavity are removed. After removal of 
the presenting portion of the abscess wall, the 
cavity is readily evacuated and inspected. 
Secondary pockets or extensions may thus be 
detected and dealt with. These pockets could 
not conceivably be drained by tubes, through 
a small drain, as is used in the closed method. 
Slow controlled elevation of the floor of the 
abscess to the level of the skull accomplishes 
extinction of the abscess cavity, prevention of 





secondary pockets, rupture into the ventricle 
and meningitis. lodoform gauze is used in the 
cavity and the area is well dakinized until 
healed. The entire area is healed in from 35 
to 60 days. Scalp plastic with excision of the 
scar is done after six months. 

Drainage tubes are used only in cerebellar 
abscesses, where there is no ventricle to be 
considered; where, in the majority of cases, 
the anterior pole of the abscess is fixed to the 
infected petrus by adhesions which should 
not be separated and where prolonged drain- 
age of this area is proper. Furthermore, no 
elevation or herniation of the floor of the ab- 
scess should be permitted on account of shift- 
ing or torsion of the brain stem and medulla. 
Preliminary ventricular puncture should al- 
ways be done. 

RESULTS 

Sixty cases of brain abscesses of all types, 
including those of metastatic origin, have been 
observed since 1920, and a number of trau- 
matic abscesses and brain fistulae were ob- 
served during the 4% years’ service with the 
German and American armies during the 
World War. Many had been previously oper- 
ated upon or tampered with before coming 
under the observation of the author. Of these 
60 patients, 29 died and 31 survived. Of the 
former, 8 were frontal, 8 were temporal, 3 
were cerebellar and 10 metastatic (8 multiple, 
2 single, all cerebral.) 

In 3 of the early cases in 1920 and 1921 
tube drains were used before the open method 
was introduced; in 1 frontal, the tube became 
displaced and in an attempt by an assistant to 
replace it, the tube was placed into the brain 
substance outside the drainage tract; in 1 
frontal the tube perforated the ventricle; in 
1 temporal the tube was removed too early 
and a secondary pocket ruptured into the ven- 
tricle. Eight were multiple, metastatic, and 
therefore, hopeless; 2 were large single meta- 
static abscesses, in which the dilated ventricle 
ruptured into the evacuated abscess cavity 
through the thin interval before the introduc- 
tion of lumbar puncture to reduce intraven- 
tricular pressure. Two were acute abscesses, 1 
with blood stream infection of Staphylococcus 
aureus, and 1 patient was moribund and was 
tapped only to satisfy the family. Six cases 
were complicated by suppurative leptomenin- 
gitis at time of operation, 1 bilateral frontal. 

Three were cerebellar; one patient died 
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following mastoidectomy, aspirated after 
death; one when seen was moribund due to 
jamming of the conus in the foramen after re- 
peated lumbar punctures and extension by 
rupture of abscess against the pons; one early 
case in which the wire cone drain was used. 

One patient with frontal lobe abscess re- 
covered from the original abscess and died 
later from a second abscess formed from rein- 
fection, or lighting up of the infection in an 
improperly operated frontal sinus. Ventriculo- 
grams would have located this abscess. 

Four patients were operated upon according 
to the method advised and should have re- 
covered but died as a result of mishaps or 
accidents: 1 temporal, in a six-year-old girl 
who died of pneumonia following dakiniza- 
tion and being placed by an open window in 
the winter; 1 temporal, in which the patient, 
who was in a distant hospital, removed the 
dressing and tore the brain substance with her 
fingers ; 1 temporal, well walled-off, in a corna- 
tosed woman who had a temperature of 104 F. 
and insufflation pneumonia, due to pouring 
eggnog down her trachea. (At autopsy, egg 
and milk were found in the lungs); 1 tem- 
poral, in an unmanageable coastguardsman, 
who got out of bed on the sixth postoperative 
day, and the abscess ruptured into the ven- 
tricle. One patient with frontal lobe abscess 
died before being seen following rupture into 
the ventricle. 

Of the 31 patients who survived, 8 had 
frontal abscess, 10 temporal, 5 cerebellar, 5 
traumatic, and 3 metastatic, one of which was 
acute, operated upon on the sixth day after 
onset, and 2 were well walled-off large ab- 
scesses. Four were not operated upon by the 
author, but operation, management, or both 
were under his direction. In 2, one frontal 
and one temporal, there was gross rupture 
into the ventricle, with associated meningitis, 
loss of consciousness, and loss of sphincter 
control. 

Thirty-five patients were operated upon ac- 
cording to the methods described, four of 
whom died, two of preventable pneumonia, 
one from tearing the brain after removal of a 
dressing in a distant hospital, and one from 
rupture into the ventricle due to getting out 
of bed on the sixth day. 

In all cases only one operation for brain 
abscess was required. Multiple procedures 
were never done. No patient has had post- 
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operative convulsions except 4 who had con- 
vulsions before operation. 

As experience with these cases has in- 
creased and earlier observation of the brain 
abscess suspect has been made the results have 
been better. The last 20 consecutive patients, 
with one exception, recovered. 
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THE GALLBLADDER 
Ernest B. Milam, M. D., 
Jacksonville. 

A first-year medical student once described 
the gallbladder as “that small green thing that 
ruins the chicken liver.”” He probably little 
realized that his facetious definition, broad- 
ened somewhat, could be made startlingly 
factual. 

From an eminent clinician came a definition 
of this same organ: “A diverticulum of the 
bile channels, at whose door, in the human 
family, can be laid responsibility for uncounted 
disorders, the relief of which often harasses 
the medical profession with the perplexing 
question of ‘when to do what.’ ” 

A diverticulum! Consideration of the phy- 
sical characteristics of the bile channels gives 
appropriateness to the descriptive term, for 
we shall see the gallbladder as a universally 
present, natural diverticulum superimposed 
as a switch-back on the route of bile flow 
from the liver cells to the duodenum. That it 
has a definite and specific function in the body- 
economy, experimental investigation has ex- 
pended much labor to prove, despite the irre- 
futable evidence its mere presence in the body 
affords. That its function is complex, agree- 
ment is unanimous. Regarding the exact na- 
ture of these complexities of functions, their 
inter-relationship with each other, with that 
of the liver, the gastro-intestinal tract and 
other more distant individual and group or- 
gans, lively discussion has long existed, for 
certain irrationalities intrude themselves into 
the relationship of the biliary functions to our 
modern highly-complex scheme of life. Most 
certainly the ever-changing mode of living of 
the human race has complicated what once 
must have been a smoothly operating adjunc- 
tive function to the appropriation and utiliza- 
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tion of food by man. We cannot but sub- 
scribe to the belief that ancient man bore up 
under vastly fewer vagaries of gallbladder 
function and dysfunction than does his un- 
happy modern day successor. 

Let us give consideration to the gallbladder 
for what it is—a natural and functionally re- 
lated segment of a highly important com- 
ponent part of the organs of digestion, assim- 
ilation and metabolism. It must be regarded 
not merely as a superfluous hollow muscular 
organ capable simply of segregating and con- 
centrating bile, but as an essential part of a 
far-flung system that is so intimately asso- 
ciated with one of the body’s group organs, 
the digestive tract, that even slight disturb- 
ances of itself may have consequences out of 
all proportion to its apparent insignificance. 

A mental diagram of this intricate and far- 
flung system will help us visualize the corre- 
lation of its component parts and the inter- 
dependence of each of these parts on the 
others for the normal behavior of the group 
as a whole. It will likewise focus our atten- 
tion on the importance of a normal gallbladder 
to proper hepato-enteric function and a dis- 
eased one’s tendency to completely upset an 
otherwise smoothly working piece of physio- 
logical mechanism. In the former instance the 
tiny biliary pouch occupies the role of a be- 
nign, useful, silent little organ seldom thought 
of and rarely heard from, while in the latter 
instance it becomes a constant source of 
trouble, making its baleful presence known by 
symptoms that may be a mere whisper but 
are frequently a lusty shout. The figurative 
outcry may be so persistent and resistant in 
certain patients as to make us wish nature 
had neglected to include the troublesome de- 
vice in the human body economy. 





In our diagram, as suggested by Rehfuss, 
let us visualize the liver and digestive tract 
as the chief component parts of a great cir- 
cuit. “The two are intimately connected by 
two tracts, one the portal vein running from 
the digestive tract to the liver, and the other 
the biliary tract running from the liver to the 
digestive tract. This has been described as the 
“hepato-enteric system of the French.” Vis- 
ualize the essential mechanics involved. The 
efferent or portal system drains almost the 
entire digestive tract, or that vast area be- 
tween the coronary veins of the esophagus 
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and the superior hemorrhoidal vein going to 
the rectum. Conversely, the small biliary 
radicals arising between the liver cells unite 
and increase until we have a right and left 
hepatic duct converging to form the biliary 
tract proper which conveys bile to the diges- 
tive tract. Between the liver and the duo- 
denum on this biliary transit line appears that 
diverticulum called the gallbladder. 

As an amplification of our mental diagram 
we may regard the liver as a wedge, an ex- 
tremely important one, between the portal 
system on the one hand and the systemic cir- 
culation or inferior vena cava on the other. 

The picture gives us all the essential data 
for constructing our knowledge of gallbladder 
disease. It will be seen that, from its position 
in the hepato-enteric system, the organ is vul- 
nerable from four sources: 1, the liver, portal 
vein, digestive tract; 2, the systemic circula- 
tion—any infection or toxemia capable of in- 
fecting the gallbladder; 3, the lymphatics— 
liver, pancreas, duodenum; and 4, possible as- 
cending infection from the duodenum. 

It is generally agreed that gallbladder dis- 
ease is the commonest cause of upper abdom- 
inal trouble. The averaged reports of num- 
erous investigators and medical centers in- 
dicate that 24 per cent of the adult population 
have gall stones and that an equal number 
have cholecystitis without stone. This indi- 
cates clinically that nearly half our civilized 
adult population have disorders of the biliary 
tract that may at any time give rise to active 
symptoms. Autopsy records increase the in- 
dictment. Crump in Europe reported that 
postmortem statistics revealed the fact that 
some form of cholecystopathy was demon- 
strated at 60 per cent of necropsies. A spe- 
cific survey not long ago at the Mayo Clinic, 
covering some six hundred routine postmor- 
tems, showed evidence of cholecystitis present 
in 66 per cent of the cases, in only eight per 
cent of which a primary diagnosis of chole- 
cystitis had heen made. 

Be these statistics worth what they may, it 
is universally conceded that biliary disease is 
not only the most common of upper abdominal 
conditions but is one of the commonest causes 
of general ill-health and reduced physical ef- 
ficiency to which our adult population is sub- 

jected. To the solution of the problem surgery 
has for years mobilized its forces, but the in- 
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ternists’ attack of the problem has not been as 
vigorous or concerted. Only in recent years 
have the latter’s efforts been undertaken sys- 
tematically and thoroughly, and then only be- 
cause of a realization that became increasingly 
apparent to surgeon and internist alike, name- 
ly, that in the vast majority of cases gall- 
bladder disease is an end result, and that al- 
though the surgeon can remove the end result 
he cannot excise the underlying etiology in- 
volving other organs. His case is complete 
and is replete with brilliant results in oper- 
ative management of biliary disease but, as 
Sir Berkley Moynihan is quoted as saying, 
the surgeon has realized that whereas calcu- 
lous cholecystitis is his problem and is solved 
with satisfactory results in a large majority 
of cases, the results of stoneless gallbladders 
submitted to the same procedure are not so 
good. 

These factors have stimulated a rationaliza- 
tion of surgery and increased medical efforts. 
For example, newer methods of diagnosis 
have demonstrated a large group of biliary 
diseases in which alterations in the tract are 
functional rather than organic and by no 
means irremediable under proper medical 
management. There has been demonstrated, 
furthermore, a group in which gallbladder 
(lisease is but a part of wide-spread general 
pathology incapable of relief by the simple 
expedient of extirpating the end result. 

New light is continually being thrown on 
the complexity of gallbladder disease. Newer 
conceptions of the physiology of the organ 
are based on experimental surgical procedures, 
on improved methods of roentgenological 
study, and on the use of the duodenal tube. 
These and other expedients enable us to cor- 
relate and understand the behavior of the or- 
gan in health and disease. From many clinics 
have come the results of bacteriological studies. 
They point with increasing emphasis to certain 
bacterial groups and to primary foci of in- 
fection. One has but to follow current con- 
tributions to medical literature to realize the 
significant incidence of gallbladder disease as- 
sociated with focal infections, notably of the 
teeth, tonsils, sinuses and bowel. It is becom- 
ing generally more apparent that no one or- 
ganism is responsible for cholecystitis. It has 
been experimentally proved that organisms 
from widely different sources are capable, 
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under appropriate conditions, of producing 
cholecystitis. This may account, incidentally, 
for the satisfactory results reported by clini- 
cians who have treated gallbladder disease, as- 
sociated with other foci of infections, by vac- 
cine therapy. 

The physiological aspects of the normal 
gallbladder can be mentioned only briefly. It 
is a hollow, muscular organ situated as 
though it might have been grafted by nature 
onto the bile tract. Its main function would 
seem to be the storage of bile during the in- 
terval between meals. Its mucosa has a highly 
specialized function concerned essentially with 
the alteration of the bile stored within itself, 
from which it withdraws water, leaving the 
bile from four to ten times more concentrated 
than when it comes from the liver. Of par- 
ticular significance is the fact that when this 
mucosa is acutely inflamed chronically in- 
jured, or atrophic, it loses this power of con- 
centrating bile. Three muscle layers in the 
wall of the gallbladder accomplish, under nor- 
mal conditions, a rhythmic and simultaneous 
reduction of the organ in all its dimensions. 
Though investigators are not in agreement as 
to whether its function be active or passive in 
character, the weight of opinion learis toward 
the former conclusion. Many factors suggest 
an explanation of gallbladder activity, among 
them: first, contraction of the wall, the chief 
stimulus for which appears to be the hormone 
cholecystokinin, produced in the duodenum by 
the action of a few substances, most effective 
of which are egg-yolk and cream; second, 
contrary innervation of the sphincter of Oddi 
at the ampulla of Vater. This sphincter at the 
junction of the common duct and the duo- 
denum relaxes when the gall bladder con- 
tracts—contrawise, it contracts when the gall- 
bladder fills. When the latter is removed the 
sphincter of Oddi usually becomes temporarily 
incompetent and bile dribbles into the small 
gut until partial competence is reestablished. 

The third factor is the dilution and inter- 
change of bile: fourth, varieties of intra-ab- 
dominal pressure. Others include the influence 
of the nervous system, of the gallbladder hor- 
mones, and of food. These factors have all 
been demonstrated experimentally. The last 
named, that of food, we have all seen demon- 
strated by x-ray. The advent of cholecystog- 
raphy clearly demonstrated the significance 
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of food in the induction of gallbladder evacu- 
ation, for a fatty meal is now universally ac- 
knowledged to induce gallbladder contraction. 
It is interesting to note here that proteins 
produce much less contractile effect, and that 
carbohydrates exert practically no effect what- 
ever. It is well to rementber this when we as- 
siduously strive, as a routine procedure, to 
delete all fats from the diet of the unclassified 
cholecystitic patient. 

Turning back now to our consideration of 
the intimate association the gallbladder as- 
sumes with the liver, portal circulation, the 
gastro-intestinal tract and adnexa, and the 
general systemic circulation, we are struck 
with the logic of the contention that not only 
is gallbladder disease itself too often an end 
result, but also that it is rarely the only end 
result. A vast amount of data presents a be- 
wildering array of associated clinical condi- 
tions linked up with cholecystitis, such as 
hepatitis, pancreatitis, arthritis, myocarditis, 
angina pectoris, duodenitis, colitis, peptic ul- 
cers, secondary anemias and numerous nerve 
involvements, most of which, unlike the gall- 
bladder, are not amenable to surgery, much as 
we would like, sometimes, to surrender our 
persistent and intractable gallbladder cases to 
more drastic procedures by the surgeon, who 
in turn may wish occasionally to surrender a 
postoperative case that presents permanent 
and trying sequelae. Adequate study and 
proper classification of the gallbladder patient 
makes for better management and fewer se- 
quelae in a type of sufferer that, at best, may 
try the patience of a Job. 

For the purpose of discussing briefly and 
disposing of a commonly occurring involve- 
ment of the gallbladder which, of itself, is an 
old story, two broad categories may be es- 
tablished—calculous and _ noncalculous dis- 
eases. Of the predominantly primary disease, 
cholelithiasis, little need be said. Every prac- 
titioner has had intimate experience with the 
gallstone patient. The literature is replete 
with the etiology, incidence, mechanics of 
formation, etc., of biliary calculi. The stones 
are of variable nature and composition. We 
are familiar with their locales—intrahepatic, 
hepatic and cystic ducts, gallbladder, common 
duct and ampulla. The picture of the seizures 
is typical. The attack is usually acute and 
most likely to occur during the hours follow- 
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ing midnight because the evening meal is 
ordinarily the fullest one and more prone to 
contain indigestible fats. Needless to say, the 
pain of gallstone colic is usually sudden in on- 
set, its position epigastric or over the gall- 
bladder area under the rib margin on the 
right, and its radiation to the right shoulder 
blade and around the costal margin. It may 
be paralyzing in intensity or mild in type, but 
frequently so excruciatingly severe as to de- 
mand the most powerful weapon we possess, 
a hypodermic of morphine, for its relief. There 
are various sequelae, not infrequently a mild 
degree of jaundice and a rising level of serum 
bilirubin shown by the icterus index or the 
Van den Bergh reaction. Repeated attacks 
with significant sequelae become surgical 
problems, just as do the acute stoneless chole- 
cystitis cases with similar aftermaths. The 
acute gallstone case is characterized by lusty 
symptoms and develops largely into a localized 
problem with few complexities of evaluation 
and management. 

Not so the second category, that of gall- 
bladder disease without stone. Chronic chole- 
cystitis follows no sharply-defined pattern of 
identification as seen in the gallstone case. 
Though its symptomatology, in most instan- 
ces, sooner or later becomes more or less 
characteristic, such is not always the case. Its 
identifying clues may be elusive, scattered and 
vicarious. It may even be absolutely silent. 
Ordinary diagnostic methods may disclose it, 
or it may resist identification even in the face 
of elaborate and concentrated effort. Its or- 
dinary symptomatic display may follow close- 
ly that of many conditions characterized, for 
example, by the so-called nervous exhaustion 
syndrome and general ill health. All gallblad- 
der patients are not of the “liver” type, a con- 
dition commonly postulated for diagnosis. The 
disease is frequently found in individuals who 
show no external evidence of liver disorder. 
The infectious type of gallbladder disease, it 
is true, usually produces inroads into the 
general health and appearance of the patient. 
Here, of course, we have the individual who 
is subicteric in hue and type, has a dark com- 
plexion which is normally lighter, and so- 
called “liver spots’’ on the skin of the face and 
abdomen. The absence of these visibly dis- 
cernible changes should not blind us to the 
possibility of biliary disorders in individuals 
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who do not present them. Fortunately for us, 
gallbladder disease of the silent type is not 
often encountered; the majority display more 
or less characteristic signs that, properly 
evaluated, simplify the diagnosis of both the 
disease and its complications. 

The cases with the commonest form of 
cholecystitis, the so-called low-grade infected 
gallbladder, display many important signs. 
These individuals usually fatigue easily and 
require more rest than do ordinary ones. They 
seek it during the day and prolong the nightly 
period of rest in bed. They describe an ex- 
haustion rather than a fatigue. They are light 
sleepers and commonly awaken at two or three 
o’clock in the morning, no doubt because of 
the functional activity of the gallbladder at 
that period. They usually awaken unre- 
freshed, failing to accomplish normal resti- 
tution with sleep. They often wake with a 
bad taste in the mouth, a feeling of having 
been struck a blow across the shoulders, and 
various muscular aches and pains. They are 
notoriously constipated and cathartic addicts. 

They are subject to rheumatic and arthcitic 
phenomena especially in the morning. Though 
they rarely lose much weight, they may lose 
rapidly during an acute attack and have slow 
restoration. Their appetites are capricious. 
They discover an intolerance for certain foods, 
and avoid them, knowing they will precipitate 
an attack. They are frequently subject to food 
allergies. They often complain of a migraine 
headache which, incidentally, may be closely 
associated with sinus, postnasal, tonsillar and 
upper respiratory infection, any of which may 
be an etiological factor of cholecystitis. 

Colon disease is a commonly associated 
complaint, four out of five patients evidencing 
a spastic constipation, underlying which may 
be anything from a functional spasm to an 
intractable sigmoiditis and colitis. Disturbance 
of vision is exceedingly common, sucii as spots 
before the eyes and transient diminution 
of vision acuity. Evyeground examinations may 
demonstrate vitreous opacities and choroidal 
changes. Half the patients complain of joint 
and muscle disturbances, which are readily 
distinguishable from gout occurring in asso- 
ciation with liver disease. Complaints of car- 
diac symptoms are not uncommon. Increasing 
attention has recently been called to the fre- 
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quency with which the heart muscle is in- 
volved in gall bladder disease. The patients 
may describe anything from a simple palpita- 
tion to an angina, which is highly significant, 
as one out of four patients with angina pec- 
toris resulting from coronary sclerosis also 
has chronic gallbladder disease. Conversely, 
removal of a diseased gallbladder may per- 
manently relieve symptoms erroneously at- 
tributed to angina pectoris, or may alleviate 
the symptoms of actual angina pectoris. Nerve 
phenomena are prevalent in infectious gall- 
bladder disease. The patients are inclined to 
be irritable, depressed, and to develop inferior- 
ity complexes. They are pessimists; they see 
everything through dark glasses. 

But by far the most important single symp- 
tom of chronic gallbladder disease is recur- 
rent flatulent indigestion. Particularly after 
a large or fat meal the victims suffer from 
bloating or upper abdominal distention and 
seek relief by belching. This is not an ordinary 
aerophagia. It is one of the phenomena of 
gallbladder disease. It may almost be declared 
axiomatically that, when an individual con- 
sults you complaining of bloating and disten- 
tion after meals before any amount of real 
fermentation could take place and who seeks 
relief by loosening a belt or a tight garment, 
that individual is probably suffering from 
some form of gallbladder disease. It is a per- 
sistent symptom, controlled by no ordinary 
measures. Spastic constipation has usually 
developed and the sufferer has resorted to 
quantities of aromatics, carminatives and ca- 
thartics, which too often only enhance the 
digestive disturbance. Pain of variable de- 
gree and character may accompany this bloat- 
ing distress and may simulate peptic ulcer, 
but in the latter condition the recurrence and 
periodicity are sharply defined. Ulcer and 
cholecystitis may exist concurrently, but care- 
ful diagnosis will establish their coexistence. 
It should be remembered that an acute, gnaw- 
ing pain, recurring in type, is occasionally en- 
countered in gallbladder disease complicated 
by duodenitis, and may so completely sug- 
gest peptic ulcer as to make diagnosis diffi- 
cult. Of help here is the fact that fats and 
creams are usually well tolerated by the ulcer 
patient but are usually poorly borne in the 
case of gallbladder. The characteristic pain 
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of gallbladder disease is epigastric and over 
the organ itself. It is a common complaint, 
as is heartburn. Nausea is infrequent. Vomit- 
ing occurs, as a rule, only in acute attacks. 

Age incidence has been widely observed in 
cholecystitis and needs little comment here. 
The condition occurs in three out of four 
cases in persons between thirty and sixty. 
The average age of patients presenting them- 
selves is forty-two. It is, therefore, pre-emi- 
nently a disease of middle life when infectious 
and metabolic disturbances are likely to be in- 
grained. Histories indicate that the disease 
begins, roughly, between the thirtieth and 
fortieth years, though it may occasionally be- 
gin in early youth or advanced age. 

It would seem apparent then that there is a 
gallbladder type of patient, of more or less 
distinct personality, and that his complaints 
are of a certain order. But it would seem un- 
warrantedly presumptive to suppose that such 
complaints are always due alone to a gall- 
bladder lesion, and the fact that chronic cho- 
lecystitis is so frequently associated with dis- 
turbances of the stomach, liver, pancreas, 
large and small gut, heart and circulation, 
joint and nervous system makes consideration 
of the gallbladder patient so complicated. 

Diagnosis of chronic gallbladder disease, 
as in other compiex involvements, leans heavi- 
ly on a thorough and carefully elicited history. 
Consider the time involved well spent. Care- 
ful physical examination is equally important, 
not directed solely to the right upper quadrant 
of the abdomen but to the most distant and 
seemingly unrelated organs and groups, any 
one of which may render invaluable clues. In 
cholecystography and the duodenal tube we 
have specific diagnostic devices. The use of 
x-ray with a contrast medium is now univer- 
sally employed. Proper technique and inter- 
pretation are of great importance, and are 
classically described in the works of Graham 
and Cole, Stewart, Rehfuss, and others. The 
duodenal tube is to the biliary tract what gas- 
tric analysis is to the stomach and is the most 
logical means of study of the gall passages. 
It demonstrates physiology and physiopathol- 
ogy whereas the x-ray demonstrates anatomy. 
They are thus complementary to each other. 
A discussion here of duodenal intubation is 
unnecessary. We are all familiar with the 
simplicity of the procedure and its diagnostic 





value. The repeated use of all our diagnostic 
expedients is often necessary in chronic gall- 
bladder disease, but once a comprehensive 
diagnosis is made and the complexities under- 
stood, rational treatment can be undertaken 
with the assurance that relief will be much 
more readily accomplished than if we regard 
the gallbladder as an isolated unrelated organ, 
doomed, if diseased, to be snatched from its 
bed in the name of overoptimistic expediency. 

The question of treatment of gallbladder 
disease, must, like that of diagnosis, be passed 
over briefly. Cholelithiasis has been men- 
tioned. Most cases ultimately and rightly 
reach the surgeon, but many patients with 
gallstones, for reasons good and bad, are not 
operated on. In many cases there are valid 
contraindications for surgery, such as age, as- 
thenia, circulatory disturbance, chronic in- 
fection and metabolic disease. Medical treat- 
ment cannot accomplish the engaging miracle 
of removing stones. The only hope is to pre- 
vent further formation by relieving the causes 
and abnormalities that have disposed toward 
their formation. Much can be accomplished, 
too, both subjectively and objectively, by the 
management of diet, control of infections, re- 
lief of stasis, use of the duodenal tube, use of 
medication for symptomatic relief, regulation 
of the colon, vaccines, and careful periodic 
recheck of the patient. 

The treatment of stoneless gallbladder dis- 
ease has its success predicated largely on a 
complete diagnosis of all the factors involved. 

The infectious type may be the result of a 
focus at some far distant point, and the foci 
must be discovered and removed. Secondary 
involvement of the gallbladder by organisms 
may be treated by vaccine therapy, filtrate 
therapy, nonspecific therapy and _ systemic 
measures. Streptococcus, staphylococcus au- 
reus, and bacillus coli are the commonly 
found bacteria. Systemic measures are funda- 
mental here as in the treatment of all chronic 
infections, and include rest, fresh air, sun- 
shine, sensible diet, the use of vitamin A, etc. 

The stasis type is treated by diet, exercise, 
drug therapy, duodenal intubation, diathermy, 
and the same systemic measures noted above. 
In the general medical management of non- 
infectious gallbladder disease, certain drugs 
and duodenal intubation constitute the chief 
local therapeutic measures. The drugs in com- 
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mon use are sodium sulphate (Glauber’s salt), 
magnesium sulphate and the so-called “bile 
salts.” The salines probably exert most of 
their effect on the gastro-intestinal tract and 
serve as detoxicants rather than as bile elimi- 
nants unless we consider the reflex action of 
the sulphates of magnesium and sodium when 
introduced by intubation directly to the am- 
pulla. Of the so-called “bile salts’’ only one, 
decholin sodium, would seem to be specifically 
effective. It is the only one that can be used 
with safety intravenously. Decholin is essen- 
tially a choleretic drug. It increases the 
amount of bile through stimulation of the liver 
cell, and is infinitely less toxic than the other 
bile salts. 

Treatment by duodenal intubation may be 
undertaken as a simple drainage; as a drain- 
age with stimulants such as magnesium or 
sodium sulphate, peptone, olive oil, oleic acid, 
or dilute hydrochloric acid; as a means for 
the injection of disinfectants; for the Einhorn 
feeding method; for continuous aspiration; 
etc. The individual case determines the detail 
of procedure. Tubal drainage should not be 
undertaken in acute cases, in patients recover- 
ing from an attack, or in asthenias and cases 
complicated by wasting diseases. The process 
is dehydrating and debilitating. Its chief use- 
fulness is in the chronic cases wherein the 
patients have maintained weight and have not 
reached the stage of a general functional 
breakdown. Furthermore, its use in gallstone 
cases in which surgery has been interdicted 
is frequently followed by beneficial results. 

Diathermy may be used as a therapeutic 
agent for the chronic gallbladder. It should 
be carried only to the point where the patient 
feels a comfortable sense of warmth. 

The use of any or all of the expedients men- 
tioned presupposes careful evaluation and 
proper management of the various concurrent 
disorders, symptomatic vagaries and sequelae 
of the biliary disease itself. 

As a summary of our efforts directed to- 
ward gallbladder disease we may recapitulate 
the steps briefly: 

1. Careful diagnosis: history, physical 
examination, duodenal intubation, cholecys- 
tography, general diagnostic survey. 

2. Decision as to medical or surgical 
treatment. 
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3. Medical treatment: Alteration of gen- 
eral hygiene, dietary regime, medication, regu- 
lation of bowels, duodenal intubation, vaccine 
therapy, removal of focal infection, physio- 
therapy. 

4. Periodic recheck of patient. 

These steps, undertaken with precision and 
exactness, may help us in our management of 
the plaguing problem of medical practice, 
gallbladder disease. 


1022 Park St. 








CAUTERIZATION OF THE CERVIX 
UTERI 
S. C. Harvarp, M. D. 
Brooksville 


The electric cautery was first used by Byrne 
in 1892 in treating cancer of the cervix. Hun- 
ner experimented with the Paquelin cautery in 
1906 in treatment of chronic endocervicitis. 
Dickinson began using the nasal type cautery 
in treatment of chronic endocervicitis in 1911 
and recommended it to the medical profession 
in 1921. This is the method that is now com- 
monly used with various modifications. There 
have been several other methods used for 
cauterization of the cervix, namely: chemical 
cauterization, radium, and various forms of 
electro-coagulation. It is not the purpose of 
this paper to compare these various types of 
cauterization. While cauterization of the 
cervix by means of the electric cautery does 
not give the entire answer to treatment of 
diseased cervices it seems to me that in the 
majority of cases of endocervicitis it has 
proved itself to be the most valuable agent 
that the average physician can use. 

In order to intelligently discuss cauteriza- 
tion of the cervix it is essential that we review 
the histology of the normal cervix and path- 
ology of the diseased cervix. Briefly, the cer- 
vical canal is made up of a lining mucous 
membrane which is marked by longituclinal 
and oblique ridges. The mucous membrane 
is composed of columnar epithelium lining 
the complex racemose glands in this portion 
of the cervix. Simple squamous epithelium 
covers the vaginal portion or “face” of the 


cervix. Beneath this lining membrane lies 
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smooth muscle and fibrous tissue making up 
the body of the cervix. The cervix is espec- 
ially rich in blood vessels and lymphatics. Ex- 
cept in deep lacerations and cancer of the 
cervix our primary consideration in treatment 
of the diseased cervix is the lining mucous 
membrane. 

Diseases of the cervix may vary from a 
simple erosion to carcinoma of the cervix. In 
cervicitis infection is primarily in the deep 
racemose glands of the cervical canal accom- 
panied by a mucopurulent discharge. Whether 
this discharge destroys the squamous type 
epithelium on the “face” of the cervix or 
whether this epithelium is destroyed by the 
original inciting agent such as childbirth or 
instrumentation is a matter of controversy. 
At any rate there is a growth of columnar 
epithelium onto the “face’’ of the cervix re- 
placing the normal epithelium and forming 
the so-called erosion. In cervicitis the tissues 
are found to be edematous with some round 
cell infiltration. In cases of endocervicitis 
following lacerations there is usually an ever- 
sion of the cervical canal giving that red 
pouting appearance to the cervix. The deep 
glands lining these tears become infected. The 
backache, which is the most common symp- 
tom other than the discharge, has been as- 
cribed to involvement of the glands draining 
the cervix which lie along the retroperitoneal 
space in the lumbosacral region. 

Acute cervical conditions such as caused 
by gonorrhea should never be cauterized until 
the acute condition has cleared up and there 
is a certainty of no adnexal involvement. 
Where there is doubt a white blood count and 
temperature reading should not be overlooked. 
In cases where there is a marked retroversion 
of the uterus cauterization should not be done 
unless there is a well established drainage 
from the cervical canal and a freely movable 
uterus. This is especially true where there is 
a marked congestion of the pelvic organs 
and usually associated with it is an edematous 
cervix. In early cases of pregnancy cauteri- 
zation may be done lightly probably without 
any harm but I believe most cases are best left 
alone during pregnancy. Certain diseases such 
as diabetes are contraindications to cauteriza- 
tion of the cervix until the disease can be con- 
trolled. 
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Technique of cauterization. One of the 
most important steps in cauterization after 
your contraindications have been ruled out is 
the time in the menstrual cycle when the cau- 
terization is done. The optimum time is one 
to two days following a normal period. The 
reasons for this are that no matter how lightly 
the cauterization is done it is essentially a burn 
and such wounds, as we all know, take longer 
to heal than a simple incision. Healing is de- 
layed because the wound is more or less en- 
closed and constantly wet. At this time there 
is usually less danger of hemorrhage because 
there is less pelvic congestion. The wound 
has as much time as possible to get well before 
the next cycle starts. 

I cauterize my patients routinely as an office 
procedure without any anesthetic unless there 
is some complication. It is wise to tell them 
that they may have some slight pain but also 
assure them that if the pain becomes too se- 
vere that the procedure can be stopped at any 
time continuing in a few minutes after the pa- 
tient has calmed down. This should be carried 
out in practice as well as theory. After the 
patient is put in the lithotomy position it is 
good practice to check up on the position of 
the uterus and condition of the tubes and 
ovaries even though this has been done a few 
days before. Next the bivalve vaginal spec- 
ulum is inserted and the cervix carefully in- 
spected. If there is any suspicion of active 
gonorrhea a smear should be made and studied 
before cauterization. Usually there is a plug 
of mucus in the cervical canal which should 
be cleansed away and, incidentally, caroid 
powders applied in the cervical canal are 
usually efficacious in removing this mucus. 
The cervix is then thoroughly dried, including 
as much of the cervical canal as possible. This 
is important because part of the pain of which 
the patient may complain, especially abdom- 
inal cramps, is possibly due to steam escap- 
ing through the tubes and, too, if the area is 
too damp there will be very little cauteriza- 
tion of the tissues. Of course there will be 
some steam at the best but it should be made 
the minimum. If there is any doubt in the 


physician’s mind as to whether the patient 
may have a cancer, a biopsy should be taken 
at this time with biospy forceps. The biopsy 
site may be cauterized to control the bleeding 
but nothing else should be done until a report 
is obtained on the biopsy. 
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Following this, a probe should be passed 
beyond the internal os to see that there is no 
stenosis of the cervical canal and I feel, as 
Doctor Hoffmaun of Orlando has already de- 
scribed in a previous paper, that the cervical 
canal should be gently dilated at least the size 
of the standard uterine dressing forcep pri- 
marily because this will usually prevent a sten- 
osis following cauterization. 

There is a great temptation to cauterize the 
“face” of the cervix with only a passing 
touch to the cervical canal but herein lies a 
good many failures of cauterization. It must 
be remembered that the pathology is_ pri- 
marily in the racemose glands of the cervical 
canal. For this reason the cervical canal should 
be cauterized first. A simple postcautery is 
used with small nasal tip about 1% inches 
long. This cautery has a finger switch which 
may be turned on or off at will. The coli 
cautery tip is inserted into the prepared cer- 
vical canal just short of the internal os. Care 
should: be taken not to let the cautery touch 
the vaginal canal during cauterization. The 
switch is then turned on and the tip pressed 
firmly to the side of the cervical canal and 
quickly rotated until the entire surface of the 
canal has been treated. How long the cautery 
should be kept in the cervical canal it is hard 
to say; experience usually tells you when to 
stop. Usually a faint sizzling sound is heard 
and a white discoloration appears on the ex- 
ternal os next to the cautery blade. This is 
only a few seconds in time. It is always better 
to under-treat than to over-treat. 

After the cervical canal has been treated the 
“face” of the cervix should be attended to. 
Personally, I have never been able to get the 
results I wish from the so-called “striate” 
method of cauterization as I feel that I cau- 
terize too deeply, using that method with a 
resulting excess scar formation. I prefer to 
use what might be called the “punctate” 
method, applying the tip of the cautery at va- 
rious points around the circumference of the 
cervix, cauterizing to the extent that I obtain 
a white to yellowish-brown cauterized area. 
These areas should slightly overlap each other. 
When there are nabothian cysts they should 
be charred completely and also wherever there 
is surface oozing blood. 

Cauterization may be stopped at any time 
that the physician or patient desires. Cauteri- 
zation can usually be done at one sitting with- 


nN 














meee 


See a EEO ENT Ne ays 


tre oes 


i einai ie ect tt 





Jour. F. M. A. 
Jury, 1939 


out any great inconvenience to the patient 
except those cases of extensive laceration 
with distorted cervices. In cases where there 
are tears into the body of the cervix a good 
many may be improved if not totally repaired 
by cauterizing the old torn surface thoroughly. 

After the cauterization is completed the 
patient is told to take a saline douche daily, 
beginning two days following the cauteriza- 
tion, for cleanliness only. it is well to caution 
her not to insert the douche nozzle too far and 
to refrain from intercourse until after the next 
period. She is also warned particularly if 
there has been any deep cauterization that 
she may have some bleeding six to twelve 
days following the cauterization at which time 
the cauterized area may be expected to slough 
off. If there is too much bleeding at that 
time she should report to the office for it may 
be necessary to cauterize a small bleeder or 
even pack the cervix. She is also told to be 
careful during her next period and if she has 
very much pain or an excessive flow or greatly 
diminished flow with pain to report following 
that period or if necessary during the period. 
Finally the patient is told to return follow- 
ing her second menstruation from the date of 
the cauterization for a check-up and usually 
the patient is never seen until that time. At 
the time of the check-up the cervix is probed 
for any stenosis. If this should be found the 
cervix should be gently dilated. However, if 
the cauterization is not too deep this will be 
rarely found. If there are any areas which 
are apparently not healed they should be re- 
cauterized at this time. In cases of severe cer- 
vicitis a second cauterization is almost al- 
ways needed but rarely a third unless there is 
a reinfection or some other trouble develop- 
ing later. She is, of course, warned that her 
discharge will be worse for a while and that 
her symptoms such as pain in the back, etc., 
will not be relieved immediately but will grad- 
ually subside. 

It seems to be the custom for each woman 
o be told to check in at six to eight weeks 
or an examination following childbirth and 
a good many physicians cauterize the cervix 
at that time, if needed, feeling that since in- 
volution is not complete the cauterized area 
will heal quicker. If there are any lacera- 
tions of the cervix or any raw bleeding areas 
on the cervix at six to eight weeks postpartum 
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they should be cauterized at this time but since 
involution is not complete at six to eight weeks 
it seems to me preferable to wait until the 
fourth or even sixth month following delivery. 
Meanwhile the patient should be put on a 
simple cleansing douche. By waiting there is 
always a smaller area to be cauterized with 
less resulting scar tissue. 

It is well to emphasize in closing the dis- 
cussion of the technique of cauterization that 
one cannot be too careful in the examination 
of the patient previous to the cauterization for 
a good many of the complications following 
cauterization lie just here. Doctor Dell, Jr., 
of Gainesville, read an excellent paper before 
this body last year on complications following 
cauterization. It is also well to emphasize 
that it is better to under-treat than over-treat 
cervical lesions bearing in mind that they 
should be followed up until cured. 

When we know that 75 to 85 per cent of 
all women have cervical lesions and when we 
realize that this is the most frequent site of 
cancer in women usually beginning on one 
of these lesions, let me urge a more complete 
examination of women patients and a more 
complete follow-up of obstetrical cases and 
treatment when needed. At least 40 per cent 
of all women who have borne children nee: 
treatment of the cervix following the delivery. 
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BLACK WIDOW SPIDER BITES 
T. W. GrirFin, M. D., 
Quincy. 


My attention was directed to this type of 
poisoning by two cases which I had occasion 
to treat during the summer of 1937. I wish 
to report these cases briefly and to give some 
of the most important observations on the 
black widow spider bite, which Bogen’ con- 
tends is a “true clinical entity in the field of 
general medicine.” Most of my information 
will be taken from recent literature as the 
textbooks devote limited space to this rather 
common condition. 

Perhaps the Latrodectus mactans or black 
widow spider is the only poisonous spider in- 
habiting the United States. This opinion is 
contrary to the general belief of the laity and 
some physicians. The local pain, redness, 
swelling, discomfort and at times suppuration 
and sloughing of the skin which follows the 
common spider bite are caused by pathologic 
organisms injected into the puncture wound 
and not to the injection of a true poison. This 
specific spider derives its name, black widow, 
from the fact that as soon as her eggs are 
fertilized she attacks her mate, kills him and 
sucks out his tissue juices. The adult fe- 
male alone is responsible for all human bites. 

Viewed from the dorsal side, her body is 
composed of a minute head, a somewhat larger 
cephalothorax and a large oval abdomen 
measuring about % inch wide, and has a leg 
spread of from 1% to 2 inches. The body is 
so shiny black that it gives the appearance of 
a metallic lustre. On the ventral surface of 
the globoid abdomen there is a bright red or 
yellow marking in the shape of an hour-glass. 
This is the most constant marking but ad- 
ditional red or yellow stripes are often found 
on the ventral surface and at times on the 
dorsum. Due to the large oval abdomen this 
species has also been referred to as the “‘shoe- 
button spider.”” The Latrodectus hasseltii, 
or red back spider, found in the Philippine 
and neighboring islands, is much smaller, 
very poisonous and its bite causes a similar 
train of symptoms as those about to he de- 
scribed.” 

Annual Meeting of the 
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CASE REPORTS 


Case I. Mrs. E. C., aged 26, was a white female 
weighing about 110 pounds. I was called to see her 
about 9 o'clock on the night of May 23, 1937, at her 
home six miles from Quincy. Before getting out of my 
car I could hear the patient groaning and screaming at 
intervals. She was lying in bed on her left side with 
knees and thighs flexed and the hands holding her 
abdomen. The history was as follows: about 7 p. m., 
while sitting on an outdoor privy she felt a sharp 
stinging sensation on her buttock but thought very 
little of it. About thirty minutes later she began having 
cramping pains in her lower abdomen and was given an 
enema with no relief. The pains grew steadily worse, 
gradually extending to her legs, chest and arms in the 
order named. She was nauseated but did not vomit. 
She described it as “I am hurting all over but it’s 
worse in my stomach.” Examination showed she was 
acutely ill, with profuse cold perspiration, rapid, shallow 
and somewhat jerky respirations. The pulse was slow 
and rather thready; the temperature was normal; heast 
sounds were distant. On palpation the abdomen was 
almost board-like. There seemed to be a generalized 
tenderness but no point tenderness could be elicited. 
On the right buttock there was a small red area about 
the size of a quarter. 

She was given morphine grains 4% and put in a hot 
sitz bath from which she obtained some relief from the 
pain only to have it return in 10 minutes after being 
put back to bed. She was then given 10 cubic centi- 
meters of 25 per cent magnesium sulfate intravenously 
and was almost instantly relieved. In about one hour 
she began complaining again and was given another 4 
grain morphine. She was restless all night and at 4 
a. m. phenobarbital, grains 14%, was administered by 
mouth. 

The following day the abdominal, back and leg 
muscles were sore and there was still some abdominal 
discomfort which did not require an opiate. The pa- 
tient made an uneventful recovery after three days in 
bed with only barbiturates for pain and restlessness. 

The husband was asked to inspect the privy and the 
next morning he found a large black widow with the 
characteristic coarse, irregularly woven web across the 
seat of the toilet. 

Case 2. W. T., a well-developed and nourished, rather 
muscular, colored male, aged 29, came to my office at 
10:15 a. m. on July 30, 1937. He was complaining of 
severe cramping pains in the abdomen, chest and back. 
He was holding his abdomen with both hands and would 
not sit or lie down but walked the floor and begged for 
relief from the pain. On questioning he stated that 
something bit him on the penis while sitting on an 
outdoor privy about 8 a. m. Twenty minutes later he 
began having pains in his left hip and leg, but he went 
on to his work in a tobacco warehouse. About an hour 
later he was having cramping pains in his abdomen, 
which gradually grew worse and spread to the chest and 
back muscles until he had to stop work and seek re- 
lief. He was nauseated but had not vomited. The 
physical examination was essentially negative except for 
the abdomen which was very rigid with generalized 
soreness but no localized tenderness. The foreskin was 
slightly edematous but there was no visible wound or 
redness of the skin. Temperature was 98 2/5, pulse 66, 
blood pressure 110/75. The pulse was slow but with a 
good volume. 

He was given 10 cubic centimeters of per cent 
magnesium sulfate intravenously with almost instanta- 
neous relief which lasted only 10 minutes. He was then 
given nitroglycerin grains 1/100 under the tongue with 
no effect on the symptoms which patient stated were 
growing worse. 

A spinal puncture was done and 10 cc. of clear fluid 
removed with immediate relief. He was completely 
free of pain for about 20 minutes after which it re- 
turned but with less severity. He was given dilaudid 
grains 1/16 and sent home. About five hours later an- 
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other opiate had to be administered. He remained in 
bed the next day but was able to return to work the 
following day. 

The privy was inspected and one of the shiny little 
black spiders with the red belly was captured. 


Some few experimental bites have been 
reported so that the writers could give a per- 
sonal subjective account of the symptoms. I 
will quote from Blair’s experiment.’ 


10:45 a. m. The spider bit the moment it came in 
contact with the skin surface and was permitted to bite 
for ten seconds. The sensation resembled that of the 
prick of a very sharp needle, accompanied, however, by 
a burning sensation which increased in intensity during 
the biting period. 

Ist Stage: Lymphatic absorption, 10:52 a. m. The 
area of blanching was more marked; the entire terminal 
phalanx was reddened; there was a throbbing, lancin- 
ating pain in the bitten finger. 11:07 a.m. Pains in the 
axillary region now commanded more notice than the 
throbbing, occasionally lancinating pain in the finger. 

2nd Stage: Vascular dissemination. There was a 
dull, aching, drowsy, lethargic feeling. Slight transient 
aching pains were noted in the epigastrium. 12:00 a. 
m. Aching pains in the neck; a feeling of general 
malaise; blood pressure 108/82. The pulse was weak 
and its rate 62. (From this stage on, notes were made 
by assistant). 12:30. Severe, aching pain was present 
in the lumbar region, abdomen, and chest, with a feeling 
of constriction in the latter. Speech was difficult and 
jerky; respirations were rapid and labored; the abdo- 
men was rigid; heart sounds were slow, regular and 
normal in character; the pulse was weak and thready. 
12:50 The patient was unable to stand, showing almost 
rigid flexion of the legs, extreme ashy pallor and cold 
clammy sweat. He was put in a hot bath; he stated 
that he experienced an immediate, appreciable diminu- 
tion of pain and a sense of general relief. 

3rd Stage: Elimination. 2:05 p. m The patient 
stated he felt a little better. White blood cells, 13,200; 
polys 79; lymphocytes 20, and monocytes 1. He was 
given morphine grains %. 


From the report the patient had a very rest- 
less, sleepless night. The following day the 
temperature was 2 degrees above normal and 
the white blood cells went to 19,000. He had 
generalized soreness in abdomen and _ back 
with rheumatoid pains in the legs and feet. 
The urinary output was markedly diminished 
for three days. After the third day he made 
rapid improvement. The treatment consisted 
only of hot baths, morphia (24 gr. doses), 
barbital with amidopyrine and magnesium 
sulfate. 

From the observations of Blair, which have 
been supported by others, he seems to be justi- 
fied by his conclusions that the clinical picture 
has three distinct stages, namely: lymphatic 
absorption, vascular dissemination, and elim- 
The symptoms usually begin thirty 
3y this 


ination. 
minutes to two hours after the bite. 
time the pain and discomfort at the site of 
bite have usually subsided and the patient may 
not connect the later symptoms with the in- 
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itial bite. The dissemination of the pain 
differs somewhat according to the location of 
the bite. When the bite occurs on the penis, 
scrotum, or buttock the ensuing pains are more 
pronounced in the lower abdomen and thighs 
and the nausea and vomiting are worse. When 
the bite occurs on the upper extremity or head 
the pains in the chest attract the most concern 
with a severe headache, the nausea and vomit- 
ing being slight or absent. However, in any 
location, there are cramps in the abdomen 
with a board-like rigidity of the abdominal 
muscles. The other outstanding symptoms 
are the rapid, shallow, often jerky respirations, 
profuse cold perspiration, profound shock, 
slow, thready pulse, slight elevation of ten.- 
perature, polymorphonuclear leukocytosis, and 
a facies exhibiting excruciating pain and ap- 
prehension. The following are also encoun- 
tered less frequently: cyanosis, delirium, in- 
somnia, speech disturbances, acute urinary re- 
tention, tremors, twitching, paralysis, con- 
vulsions, chills, dizziness, priapism and 
jaundice. 

The poison of the Lactrodectus mactans is 
a clear, white viscid substance, containing a 
highly neurotoxic venom. In the second stage 
the clinical symptoms, as have been described, 
are not unlike those of rattlesnake poisoning. 
However, due to the marked affinity the spider 
venom has for the nervous system the clinical 
picture more nearly resembles that produced 
by the bite of the South American cobra.’ 

The diagnosis is simple provided the phy- 
sician is familiar with the more common 
symptoms and if he is given a history of 
spider bite. If for any reason there is no men- 
tion of a spider bite, then the diagnosis be- 
comes quite confusing. The pains in the abdo- 
men, rigid abdominal muscles, nausea, vomit- 
ing and leukocytosis are classical symptoms of 
the so-called “acute abdomen,” including: rup- 
tured peptic ulcer, acute pancreatitis, ruptured 
appendix with generalized peritonitis, and rup- 
tured ectopic pregnancy. Also con- 
sidered are renal and biliary colic which close- 


to be 


ly resemble spider poisoning but can easily be 
ruled out by a careful history. Other condi- 
tions to be differentiated are tabetic crisis, 
coronary occlusion, food poisoning, and lobar 
pneumonia. 

The mortality rate is very low, some authors 
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reporting 2 or 3 per cent but the average 
would seem to range from no fatalities to 
one-half per cent. Though the mortality rate 
is very low the acute excruciating pain de- 
mands immediate treatment. Large doses of 
morphine are required for relief. In my two 
cases magnesium sulfate intravenously gave 
fair results, relieving instantly, only for the 
pain to return in about twenty minutes. Spinal 
puncture has been advocated. In 1935, Gilbert 
and Steward stated that they had good results 
with calcium salts intravenously. Drake’ in 
1937 confirmed this report using calcium 
chloride intravenously. However, one or two 
doses of an opiate are required. 

There are no indications for stimulants 
such as strychnine, caffeine, adrenalin or al- 
cohol; these drugs seem to be definitely contra- 
indicated. Fluids should be given freely. After 
the more acute symptoms begin to subside 
some barbiturate should be given for the rest- 
lessness. The patient should remain at ab- 
solute rest in bed for twenty-four to forty- 
eight hours as symptoms demand. 


CONCLUSIONS 

(1) Black widow spider bite is a rather 

common disease entity throughout the South- 
ern States. 

(2) The mortality rate is low but the pa- 

tient demands immediate and adequate treat- 


ment. 

(3) A careful history would eliminate the 
danger of confusing the condition with an 
“acute surgical abdomen,” and submitting the 
patient to an unnecessary operation. 

(4) The public in general and children in 
particular should be taught how to recognize 
this spider and should be warned of its poison- 
ous nature. 
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COMMON SENSE MEDICINE 


ALLEN P. Gurcanious, M.D. 
Palatka 


The practice of “common sense medicine” 
is the practice of medicine by a Medical 
Doctor who can think and act intelligently 
for himself in all cases, be it an acute or 
chronic condition, for the betterment of the 
patient. He doesn’t necessarily have to be a 
graduate of the best medical college in the 
country, nor to have behind him three or five 
years of hospital experience, though this 
would be in his favor. 

After several thousand years, we still agree 
that medicine is an art, thus the art of the 
practice of medicine, plus the science we ap- 
ply, makes up what I term common sense 
medicine. We, in the general practice of our 
art, are called on to make quick diagnoses, 
quick decisions and act quickly, usually with- 
out the aid of a laboratory or consultants. 
Therefore, it is imperative that we use com- 
mon sense along with our scientific sense. 

When I first began practicing medicine in 
the country, it was 30 miles from a hospital 
or fellow Medical Doctor. I shall never forget 
those first months, my brain crammed with 
symptoms of brain tumors, ectopic pregnan- 
cies, mesenteric thromboses, pulmonary in- 
farcts, blood dyscrasias, infantile paralysis, 
and other rare conditions. I expected these 
to crop up every day and in almost every case. 

Hambone says “You can go wrong by going 
in the right direction too fuh.” The Medical 
Doctor today is turned out from the finest 
and best medical colleges with the most vo- 
luminous book knowledge and didactic train- 
ing of any time in the history of medicine. I 
remember certain members of my class in 
medical school who could tell you the number 
of the page in Cunningham’s Anatomy where 
the arm, leg or head was described but in the 
clinics, doing practical or applied medicine 
and surgery, they were at a loss as to what 
to do or how to treat the actual patient. I 
also recall in medical school that I spent hours 
upon hours looking through a microscope at 
cross-sections of a pig embryo and transfer- 
ring these visual cross-sections to paper in 
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such a manner as to make a picture of that 
pig embryo, in the longitudinal form. Per- 
haps I am wrong; perhaps I didn’t apply my- 
self properly, but to this day, eight years 
after taking that course, I have never been 
able to apply any part of that lesson learned 
except to hate the sight of pigs. Had this 
time been spent in clinics or hospital wards, 
observing or dressing even old leg ulcers, 
minor wounds, etc., our common sense would 
have, I believe, picked up many valuable jew- 
els of thought and experience, which would be 
beneficial from the beginning of the practice 
of medicine. 


We, in America, have practiced a fairly 
high standard of medicine and in doing so 
have decreased morbidity and mortality to a 
lower degree than any other civilized nation 
on earth; yet, every once in a while it is noted 
that certain medical or surgical bungles occur 
by following classical textbook instructions 
and forgetting clinical experience and/or com- 
mon sense. 

There are more advisors to the doctor to- 
day who have never studied medicine than 
there are who have studied and graduated in 
the subject. We find the druggist, the detail 
drug salesman, the nurses, the county wel- 
fare agents, the man who takes a fancy to 
reading medical books, etc. I can see no reason 


- for drug house salesmen coming into a doc- 


tor’s office every six weeks to two months 
lauding his wares and telling him how to 
treat his patients. We get circular upon cir- 
cular on the drugs and their qualities and we 
should know what is good and what isn’t. If 
a house sent around its detail man once or 
twice a year, that should be sufficient. So 
many listen to the panacea which the salesman 
pictures of his wares, and try them at the ex- 
pense and sometimes to the detriment of the 
patient. Is it common sense to sit and listen 
and tell him you will use his brand? Aequene- 
metas, Osler’s great book, to me is almost 
like a Bible. That great man—made great 
not by medicine, not by books, but by good 
common sense. He went at his problems and 
handled them so easily. 

Caution, care and careful deliberation are 
characteristics that are so greatly needed in 
this day of rapid changes, new methods, new 
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drugs and new ideas. The man who said “be 
not the first to try the new, nor the last to 
give up the old’”’ must have been a doctor, for 
it applies so aptly to our profession. 


COMMON SENSE MEDICINE IN DEALING WITH 
OUR COLLEAGUES 

Give aid, when possible; encourage him; 
let him know that he can rely on you in time 
of need; conduct yourself, your thoughts, 
your actions, so that jealousy, suspicion and 
underhanded detrimental remarks will never 
appear. 

Gentlemen, we live just so many years. 
Why not live these years in happiness, good 
fellowship and well meaning toward each 
other? It creates a good feeling to pass your 
colleague on the streets and elsewhere and 
give him a warm greeting of true comrade- 
ship. We would be very poor doctors and 
very poor personalities if differences, argu- 
ments and discussions, did not arise as to diag- 
noses and treatments; so rightly they should 
come up. It makes us keener, more alert and 
stimulates study, and a desire for more 
knowledge. Tolerance, broadmindedness and 
a sincere desire to do the right thing and 
help our patient will lead to an amicable un- 
derstanding and a continued friendship. When 
we speak slightingly about our fellow doctor to 
a patient, we injure our profession and our- 
selves much more than the person spoken of. 


COMMON SENSE MEDICINE WITH THE PATIENT 
A patient seeks the doctor because he is ill, 
either mentally or physically, or both. The 
present-day physician is the father confessor, 
family advisor, and serves as a minister, priest, 
rabbi and physician. We have achieved 
heights never before attained by our profes- 
sion. Let us keep these heights and the re- 
spect of our people. Remember that meekness, 
the desire to do good, the untiring service to 
those in need, be they rich or poor, is the 
reason we hold the position we do today. 
Our patients trust our judgment and have 
confidence in our advice. I have noted that we 
sometimes, thoughtlessly, advise a great many 
needless tests, examinations and treatments, 
not taking time to think about the uselessness 
of them, or the expense to the patient. Is it 
not common sense for us to consider these 
matters also? Medicine is still an art; let 
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us use our clinical experience and teachings; 
let us use our hands, our eyes, ears, the senses 
that God gave us, before we subject the pa- 
tient to so many laboratory tests, x-ray ex- 
aminations, and other expensive procedures. 
It is well to have these facilities at hand in 
case we need them, but don’t depend so much 
on the laboratory, x-ray, electrocardiograph, 
metabolimeter, etc., for a diagnosis. If you 
do, and the trouble is finally located or ruled 
out, the patient is financially sick abed. 
Again let us use common sense in prescrib- 
ing for the patient. Numerous and costly pre- 
scriptions have caused many a patient to seek 
quacks, cultists, or to suffer their ailments 
because they knew that after the professional 
fee, there would be a $2.00 or $3.00 prescrip- 
tion bill to pay before relief was obtained. 
We all know that the drug houses are out 
to sell drugs. They remind me of the auto- 
mobile industry — selling the same product, 
but putting on new styles, body types, a slight 
change here or there. So it is with the drug 
house, selling the same drug, mixed in a dif- 
ferent form, color or solution and lauded as 
another cure-all. Prescription after prescrip- 
tion is written for these drugs and others 
rarely used, and the druggist is taxed to the 
utmost to keep up a stock of drugs to satisfy 
our every whim. If we stop to think we know 
that there are only a few essential drugs. 
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Therapeutics teaches us, experience teaches 
us, that we can get along well with a few 
well-chosen, well-known and adequately tested 
drugs. Why not compound your own pre- 
scription as often as possible? Then you know 
exactly what the patient is getting. Some- 
times I get the idea that some of us are grab- 
bing for that magic cure-all prescription, that 
unknown Rx, that “National Remedy for 
Health, Wealth and Happiness” wrapped up 
in a bottle. 

There are less than fifty essential and use- 
ful drugs on the market, yet there are thou- 
sands of remedies. How can you expect the 
druggist to keep so many remedies without a 
high overhead expense? In turn, he must make 
the patient pay for this overhead to keep his 
books out of the red. 

Gentlemen, let us thank God that we are 
living in a coantry, this United States of 
America, where a high degree of common 
sense medicine has been and is being prac- 
ticed, where we have the finest, largest and best 
equipped hospitals, the best trained medical 
men and women and, most important of all— 
because of common sense medicine, the low- 
est morbidity and mortality rates of any civi- 
lized nation in the world. This should be a 
cheering note, not only for the medical pro- 
fession, but a cheering note and comforting 
feeling for our patients. 
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ORGANIZED PAYMENTS FOR 
MEDICAL SERVICES 


It would stretch the imagination of a so- 
cial planner to devise any scheme for the or- 
ganized payment for medical services that is 
not described in this publication of the Bu- 
reau of Medical Economics of the American 
Medical Association on Organized Payments 
for Medical Services. Several hundred plans 
for medical care of the indigent involving gov- 
ernmental support and medical society man- 
agement are explained. Social Security leg- 
islation has brought about changes in medical 
arrangements reaching into almost every lo- 
cality in the United States and affecting health 
departments, medical societies, and state and 
local governments. Types of plans proposed 
by the Farm Security Administration to pro- 
vide medical services to Administration clients 
in 127 counties and covering 100,000 low in- 
come families are described. Medical societies 
have organized postpayment and prepayment 
plans of medical care offering a wide selection 
of tvpes. Some provide for a cash indemnity 
to be paid to the insured with which he can 
purchase his own medical service and others 
provide medical service directly. 

Industries, unions, fraternal organizations, 
and all sorts of mutual societies provide medi- 
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cal benefits for their members by a variety of 
prepayment devices. Some 3,000,000 persons 
are covered by group hospitalization plans, 
which show a wide variety of relations with 
state and county medical societies. Commer- 
cial insurance companies, all of whom pay 
benefits in cash, are also entering this field on 
a large scale. It is estimated that approxi- 
mately $300,000,000 in cash is paid out annu- 
ally by insurance companies to assist in paying 
medical bills. 

The House of Delegates of the American 
Medical Association has endorsed cash in- 
demnity prepayment plans, but has not sought 
to prohibit any of its component societies 
from cooperating with or organizing other 
types of prepayment for medical service pro- 
vided their character is not such as to render 
it impossible to give good medical service. 

The number and variety of the plans for 
medical services—operating and _ proposed, 
postpayment and prepayment, service and 
cash, medical society and other organization 
sponsored—give proof of the efforts that are 
being made to supplement the private practice 
of medicine and indicate a desire to discover, 
by social experimentation, a solution of local 
medical problems. 

The material for Organized Payments for 
Medical Services is largely a report of the 
practical work of state and county medicai so- 
cieties. The Bureau of Medical Economics 
has assembled this material for the informa- 
tion of all medical societies and the general 
public. 

The booklet, Organized Payments for Med- 
ical Services, was prepared by the Bureau of 
Medical Economics of the American Medical 
Association. The price is 50c for a single copy 
and it may be secured by applying to the 


A. M. A. 





FACTUAL DATA ON MEDICAL 
ECONOMICS 


Factual Data on Medical Economics, a 
booklet prepared by the Bureau of Medical 
Economics of the American Medical Asso- 
ciation, is an arsenal of absolutely reliable in- 
formation of the sort that today is so much 
needed both by the profession and the public. 

The price is 50c for a single copy and 
may be secured by applying to the A. M. A. 
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FLORIDA FOOD, DRUG AND 
COSMETIC ACT 
This 1939 Florida act, Chapter 19656, No. 
661, definitely affects the practitioner of medi- 
cine in that his official prescription is required 
before a purchaser can obtain certain drugs 
named in the act. The Florida law, together 
with the present Federal Food, Drug and Cos- 
metic Act, should overcome many abuses in 
the dispensing and sale of certain dangerous 
drugs. 
In section 15, it is stated that a drug or 
device shall be deemed as misbranded : 


(j). If it is dangerous to health when used in the 
dosage, or with the frequency or duration prescribed, 
recommended, or suggested in the labeling thereof ; 

(k). If it is a drug sold at retail for use by man, 
and contains any quantity of aminopyrine, barbituric 
acid, cinchophen, dinitrophenol, or sulfanilamide ; unless 
it is sold on a written prescription signed by a member 
of the medical, dental or veterinary profession who is 
licensed by law to administer such drug, and its label 
bears the name and place of business of the seller, the 
serial number and date of such prescription, and the 
name of such member of the medical, dental or veteri- 
nary profession. 

The purpose of this section is to control the 
sale of the drugs named. Heretofore, physi- 
cians sometimes advised a patient to purchase 
a certain number of barbital tablets, nembutal 
capsules or allonal tablets. Under this new 
act, it will be necessary for the attending 
physician to write a complete prescription be- 
fore the druggist is legally authorized to make 
the sale. The adherence to the provisions of 
this act will prevent counter prescribing by 
druggists in connection with the retail sale 
for use by man of aminopyrine, barbituric 
acid, cinchophen, dinitrophenol sulfanila- 
mide, unless sold on a written prescription 
signed by a licensed member of the medical, 
dental or veterinary profession. 





JOURNAL INDEX REVEALS VAST 
SCOPE OF A. M. A. ACTIVITIES 

Some conception of the vast scope of the 
work of the American Medical Association is 
contained in the semi-annual Index Number 
(June 24) of the Association’s Journal, an 
editorial in that issue points out, saying that: 

“Tt is recommended particularly that read- 
ers consult page 2644 of the index under the 
heading ‘American Medical Association.’ A 
survey of the material listed will indicate the 
vast scope of the activities of the Association 
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at this time. It is in a sense a review of the 
work for the first six months of the year. 

“Few people realize the information to be 
derived merely from turning the pages of an 
index one by one. For example, the relative 
amounts of material on page 2646 concerned 
with anaphylaxis and allergy and with andro- 
gens indicate the extraordinary development 
of interest in the latter subject during the 
period covered by this volume. 

“No other medical periodical provides in a 
six months period the amount of information 
available through The Journal of the Ameri- 
can Medical Association. It is with pardonable 
pride that we assert that the physician who 
wants to keep abreast of the scientific, political, 
economic, social, literary or any other phase 
of medicine can do so by consistent, thorough 
reading of this publication.” 





RELIEF OF PAIN OF CHILDBIRTH 


Hope of still better methods for the relief 
of pain of childbirth is found in the enthu- 
siasm and great interest of the medical pro- 
fession in this problem, The Journal of the 
American Medical Association for June 24 
declares in an editorial. 

“Tdeal methods for relief of pain of child- 
birth have been the goal of obstetricians since 
ancient times,’”’ the editorial “Tnscrip- 
tions and drawings left by early Egyptians 
indicate that they tried unsuccessfully. Less 
than a century has elapsed since Sir James 
Y. Simpson of Edinburgh first used an anes- 


says. 


thetic, a few drops of chloroform, for this 
purpose.” 
After discussing the various methods of 


producing obstetric amnesia (temporary loss 
of memory) and analgesia (absence of sen- 
sibility to pain) and certain objections that 
have been offered to their use, the editorial 
says: 

combination of drugs 
Perhaps in the 


“The ideal drug or 
has not yet been discovered. 
hands of masters all of the methods mention- 
ed are essentially safe for both mother anil 
baby. The skilled obstetrician, at least, has 
the opportunity to choose the particular tech- 
nic best suited to each case. The enthusiasm 
and great interest in this problem offer hope 
of still better methods.” 





REPORT OF FLORIDA DELEGATES 
TO AMERICAN MEDICAL ASSO- 
CIATION HOUSE OF 
DELEGATES 


Meredith Mallory, M. D., Orlando 
Herbert L. Bryans, M. D., Pensacola 


To the Members of the Executive Committee, 
in Session at Ponte Vedra, June 21, 1939: 


Both of your Florida delegates attended 
every session of the A. M. A. House of Dele- 
gates, held at St. Louis, May 15-19, 1939. 
The convention was very well attended, there 
being 7,412 present. The scientific exhibits 
were most instructive and were visited by 
many. 

The most important business that was trans- 
acted was done by the special committee ap- 
pointed to consider the Wagner Health Bill. 
The conclusions reached are as follows: 


1. The Wagner Health Bill does not recognize either 
the spirit or the text of the resolutions adopted by 
the House of Delegates of the American Medical 
Association in September 1938. 


tS 


The House of Delegates cannot approve the meth- 
ods by which the objectives of the National Health 
Program are to be obtained. 


3. The Wagner Health Bill does not safeguard in 
any way the continued existence of the private 
practitioners who have always brought to the 
people the benefits of scientific research and treat- 
ment. 


4. The Wagner Health Bill does not provide for the 
use of the thousands of vacant beds now availabie 
in hundreds of church and community general 
hospitals. 


This Bill proposes to make federal aid for medical 
care the rule rather than the exception. 


6. The Wagner Health Bill does not recognize the 
need for suitable food, sanitary housing and the 
improvement of other environmental conditions 
necessary to the continuous prevention of disease. 


mn 


7. The Wagner Health Bill insidiously promotes the 
development of a complete system of tax supported 
governmental medical care. 


8. While the Wagner Health Bill provides compen- 
sation for loss of wages during illness, it also pro- 
poses to provide complete medical service in addi- 
tion to such compensation. 


9. The Wagner Health Bill provides for supreme fed- 
eral control: federal agents are given the authority 
to disapprove plans proposed by the individual 
states. 


10. The Wagner Health Bill prescribes no method for 
determining the nature and extent of the needs for 
preventive and other medical services for which it 
proposes allotments of funds. 


11. The Wagner Health Bill is inconsistent with the 
fundamental principles of medical care established 
by scientific medical experience and is therefore 
contrary to the best interests of the American 
people. 
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12. The fortunate health conditions which prevail in 
the United States cannot be disassociated from the 
prevailing standards and methods of medical prac- 
tice. 


13. No other profession and no other group have done 
more for the improvement of public health, the 
prevention of disease and the care of the sick than 
have the medical profession and the American 
Medical Association. 


14. The American Medical Association would fail in 
its public trust if it neglected to express itself un- 
mistakably and emphatically regarding any threat 
to the national health and well being. It must, 
therefore, speaking with professional competence, 
oppose the Wagner Health Bill. 


15. The House of Delegates would urge the develop- 
ment of a mechanism for meeting the needs for 
expansion of preventive medical services, extension 
of medical care for the indigent and the medi- 
cally indigent, with local determination of needs 
and local control of administration, within the 
philosophy of the American form of government 
and without damage to the quality of medical 
service. 


16. The fundamental question is how and when a state 
should be given financial aid by the federal gov- 
ernment out of the resources of the states as a 
whole, pooled in the federal treasury. 


17. The bizzare thinking which evolved the system of 
federal subsidies—sometimes called “grants-in-aid” 
—is used to induce states to carry on activities sug- 
gested frequently in the first instance by officers 
and employees of the federal government. 


18. The use of federal subsidies to accomplish such 
federally determined activities has invariably in- 
volved federal control. 


19. Any state in actual need for the prevention of dis- 
ease, the promotion of health and the care of the 
sick should be able to obtain such aid in a medical 
emergency without stimulating every other state to 
seek and to accept similar aid, and thus to have im- 
posed on it the burden of federal control. 


20. The mechanism by which this end is to be ac- 
complished, whether through a federal agency to 
which any state in need of federal financial assist- 
ance can apply, or through a new agency created 
for this purpose or through responsible officers of 
existing federal agencies, must be developed by the 
Executive and the Congress, who are charged with 
these duties. 


21. Such a method would afford to every state an 
agency to which it might apply for federal assist- 
ance without involving every other state in the 
Union or the entire government in the transaction. 


22. Such a method would not disturb permanently the 
American concept of democratic government. 


The Distinguished Service Award was pre- 
sented to Dr. James B. Herrick of Chicago. 

President Abell’s address was a review of 
the past year with special reference to our re- 
lationship with the United States Govern- 
ment. 

President-elect Sleyster confined his address 
to the internal workings of the organization. 
Both of the addresses should be read by all of 
the profession. 
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Changes were made in the By-laws covering 
the Reference Committee of Medical Educa- 
tion. 

Many reports were read which are too 
many and too long to be incorporated in this 
report but which are printed in full in the 
Journal of the American Medical Association. 
It is not considered that they are of enough 
interest to the individual physician to repeat 
in this report. 


The following officers were elected : 


President-Elect—Nathan B. Van Etten of New York 
Vice President—Alphonse McMahon of St. Louis. 
Secretary—Olin West of Chicago. 
Treasurer—-Herman L, Kretschmer of Chicago. 
Speaker—H. H. Shoulders of Nashville. 
Vice Speaker—R. W. Fouts of Omaha. 
Trustees—Roger I. Lee of Boston. 

E. L. Henderson of Louisville. 


The 1942 convention was awarded to At- 
lantic City. 





A. M. A. MEETING—ST. LOUIS 

The total registration of the St. Louis ses- 
sion was 7,412. Of this number, 43 were from 
Florida. The representation of doctors from 
Florida outnumbered that of 23 other states. 
The report of Dr. Olin West, the secretary, 
indicates that the membership of the A. M. A. 
has increased to 113,113. The doctors from 
Florida who attended the St. Louis meeting 
were as follows: 

Arcadia: H. P. Bevis. Brewster: Robert L. 
Tolle. Coral Gables: Jack Q. Cleveland, War- 
ren W. Quillian. Ft. Lauderdale: Elliott M. 
Hendricks. Jacksonville: J. L. Borland, Gor- 
don H. Ira, Frederick W. Krueger, Ferdinand 
Richards, W. McL. Shaw, H. Marshall Tay- 
lor. Lake City: J. F. Busey, Jr. Lakeland: 
John W. Vaughn. Miami: E. W. Cullipher, M. 
Jay Flipse, Robert M. Harris, Roy J. Holmes, 
George D. Lilly, E. Sterling Nichol, J. Ran- 
dolph Perdue, M. C. Wilson. Mianu Beach: 
Max Dobrin, David W. Exley, M. A. Kugel, 
Cayetano Panettiere, Frazier J. Payton. Mic- 
anopy: I. A. Dailey. Orlando: Dorothy D. 
Brame, Russell B. Carson, Eugene L. Jewett, 
Meredith Mallory. Pensacola: Herbert L. 
Bryans, James M. Hoffman, J. N. McLane, 
Carol C. Webb. St. Petersburg: James A. 
Bradley, N. M. Marr. Sanford: A. W. Knox. 
Sarasota: Joseph Halton. Tampa: J. C. Dick- 
inson, Alvord L. Stone. Winter Park: Ben 
F. Hart, Ruth S. Hart. 
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THE FIFTH ANNUAL CLINICAL 
CONFERENCE OF THE FLORIDA SECTION 


OF THE 
SOUTHEASTERN SURGICAL CONGRESS 
IN COOPERATION WITH THE 
Marion County Mepicat Society 
AND THE 
Munroe MemoriAL HospIitTac 
OCALA 
Thursday, August 24, 1939, at 10 a. m. 


COMMITTEES 
For Southeastern Surgical Congress 
Frederick J. Waas, Chairman 
Edward Jelks Henry C. Dozier 
Joseph S. Stewart Leland F. Carlton 
For Marion County Medical Society 


R. C. Cumming, Chairman 
James L. Chalker R. D. Ferguson 


SCIENTIFIC PROGRAM 

Frederick J. Waas, Presiding 
“Head Injuries,’ Edgar F. Fincher, Atlanta. 
“Tumors of the Breast,” W. A. Selman, Atlanta. 


“Errors Which May Lead to Unnecessary Sur- 
gery,’ T. Z. Cason, Jacksonville. 
4. “Diagnosis and Management of Surgical Lesions of 
the Colon,” R. L. Sanders, Memphis, President, 
Southeastern Surgical Congress. 


wre 


Lunch at Hotel Marion 
(Courtesy Munroe Memorial Hospital) 
12:30 p. m. 
5. “Aims of the Southeastern Surgical Congress,” 
B. T. Beasley, Atlanta, Sec’y., Southeastern Sur- 
gical Congress. 


6. “Some Phases of Kidney Surgery,” Grady N. 
Coker, Canton, Ga., Past President, Medical Assn. 
of Georgia. 


7. “Complications in Gallbladder Surgery,” J. S. 
Turberville, Century, President-elect, Florida Med- 
ical Assn. 


8. “Surgical Treatment of Gastric and Duodenal 


Ulcers,” J. K. Quattlebaum, Savannah. 


9. “Cardiac Irregularities as Related to Surgery,” G. 
O. Segrest, Mobile. 


This program will consist of presentation of cases and 
case reports followed by discussions from the floor. 
There will be no set papers. All members of the Florida 
Medical Association are cordially invited to be present. 
Clinical sessions and lunch will be held in the Hotel 
Marion. 





STATE NEWS ITEMS 

Dr. and Mrs. H. A. Barge of Miami have 
returned from a vacation trip. They spent 
some time in Atlanta and Newnan, Georgia; 
then went to Baltimore where Doctor Barge 
joined the degree team of the Mobi Temple 
at the National Shrine Convention. They also 
visited the World’s Fair. 





Dr. W. H. McCullagh of Jacksonville was 
certified by the American Board of Neurology 
and Psychiatry, after satisfactorily passing 
the examination held in Chicago, June 14. 

. ¢ @ 

Dr. and Mrs. E. W. Cullipher of Miami 
recently returned from a month’s motor trip 
through the midwest. Enroute, they stopped 
at St. Louis where Doctor Cullipher attend- 
ed the meeting of the A. M. A. 

* +.7 

Dr. J. Maxey Dell, Jr., and family, of 
Gainesville spent the month of June in Wash- 
ington, D. C., where Doctor Dell took special 
work at the Warwick Memorial Cancer Clinic 
and the Children’s Hospital. 

. 2 ¥ 

Dr. William M. McKibben of Miami has 
returned from a family reunion and wedding 
at Van Buren, Arkansas. He went by way of 
New Orleans, Texas and Oklahoma, return- 
ing via Memphis and Birmingham. 

* * * 

Dr. Don C. Robertson and family of Or- 
lando have returned from a two weeks’ visit 
in Miami Beach where they were the guests 
of Dr. and Mrs. Carl S. McLemore. 

* Ok Ok 

Dr. R. M. Fleming of Miami visited tumor 
clinics of the metropolitan New York area in 
June. He was present at the opening cere- 
monies of the new Memorial Hospital in New 
York City, the world’s largest cancer hospital, 
on June 14. 

*x* * x 

Dr. Shaler Richardson of Jacksonville and 
Dr. Nelson M. Black of Miami attended the 
annual meeting of the American Ophthalmo- 
logical Society held at Hot Springs, Virginia, 
in June. 

* = 4 

Dr. Joseph Halton of Sarasota is doing 
postgraduate work at the Mayo Clinic in 
Rochester, Minn., during the month of July. 

* ¢ 6 

Dr. George R. Creekmore of Brooksville 
was recently appointed as a member of the 
Board of County Commissioners by Governor 
Fred P. Cone, to fill a vacancy caused by the 
resignation of W. M. Russell. The office to 
which Dr. Creekmore has been commissioned 
is the first to be held by him, although he has 
been a citizen of Brooksville for more than 22 
years. 
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Dr. Claude Anderson of Orlando recently 
returned from Boston where he attended a 
clinical meeting of the former Fellows of the 
Lahey Clinic. 

x OK x 
Dr. J. I. Thorne of Miami has returned 
from a month’s trip abroad. During this time 
he spent seven days in Amsterdam where he 
received personal instruction from Dr. Jules 
Samuels on the study of endocrine therapy 
via short wave stimulation and spectroscopic 
study of oxyhemoglobin activity. 
* Ok Ox 

The Orange County Medical Society is 
staging its annual barbecue and picnic in Or- 
lando, Thursday, August 31. All members of 
the Florida Medical Association are cordially 
invited. You will have no trouble finding the 
picnic grounds. Just inquire when you arrive 
at Orlando. 

x ok Ok 

Dr. James A. Bradley of St. Petersburg 
was certified by the American Board of In- 
ternal Medicine as a specialist, according to 
a letter dated June 5, 1939, from the Board’s 
Madison, Wisconsin, office. 


MRE Ce eo aOR 
LOUIS SIMS OPPENHEIMER 


Dr. Louis S. Oppenheimer, one of Tampa's 
oldest and best-known physicians and a prom- 
inent civic, fraternal and charitable worker, 
died June 12 of a heart attack, at Perry while 
enroute to Montgomery, Alabama, to visit 
his daughter, Mrs. Alfred Haas. 

3orn Jan. 24, 1854, at Louisville, Ky., 
Doctor Oppenheimer received the foundation 
of his education at Louisville University, 
studying later in schools in Europe and hos- 
pitals in New York. He practiced a few years 
at Louisville and Seymour, Ind., and opera- 
ted a drug store at Savannah. 

In 1886 Doctor Oppenheimer moved to 
Bartow and opened a drug store. He married 
Miss Alberta Dozier, daughter of a Metho- 
dist minister, on June 20, 1888. When the 
“big freeze’ destroyed the Florida citrus 
crop in 1896, he moved to Tampa and started 
practice. 


He became house physician of the famous 
Tampa Bay Hotel, and served during its 
business peak when many of the nation’s lead- 
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ers were guests there. The pioneer delivered 
hundreds of Tampa babies and attended 
thousands of Tampans during his career. 
Surgery was crude in the early days, and 
Doctor Oppenheimer performed many opera- 
tions in patients’ kitchens with instruments 
sterilized on a cook stove. 

A past president and past secretary of the 
Hillsborough County Medical Society, Doctor 
Oppenheimer became the first life member of 
the organization in 1932. He was past vice 
president and an honorary member of the 
Florida Medical Association, past president of 
the Florida Railway Surgeons’ Association 
and past president of the Seaboard Air Line 
Surgeons’ Association. 

He served as general surgeon for the Flor- 
ida Fair Association for many years and was 
reelected at the annual meeting a week before 
his death. 

Other medical honors and achievements 
included associate editor of the /nternational 
Journal of Surgery; associate editor of the 
American Medicine; member of the Medical 
Editors’ Association; ex-officio assistant pro- 
fessor at the University of Vienna; member 
of the faculty of the University of Louisville ; 
surgeon for the Seaboard Air Line and Tampa 
Electric Co.; past president of the Jackson 
County Medical Society of Seymour, Ind.; 
member of the American Medical Association, 
the Kentucky Medical Society, and the Tri- 
State Medical Society of Kentucky, Indiana 
and Illinois; consulting surgeon for the Louis- 
ville, Ky., City Hospital; and surgeon for the 
Pennsylvania Railroad. 

In civic affairs, also, Doctor Oppenheimer 
was prominent. He was the father of the 
Tampa Chapter of the American Red Cross, 
and was honorary chairman of the chapter. 
He was assistant chief surgeon of the Sons of 
Confederate Veterans and a major in the 
Florida National Guard. 

Fraternal organizations also received at- 
tention from Doctor Oppenheimer, who has 
been called Tampa’s “grand old man of ma- 
sonry.”’ He was a past master of John Darling 
Lodge, F. & A. M.; past grand master of 
Prospect Lodge of Odd Fellows: past chan- 
cellor of Bay Lodge, Knights of Pythias; past 
consul commander of Hillsborough Lodge, 
Woodmen of the World: past preceptor, 
Tampa Consistory of Scottish Rite; past 
grand tall cedar, Tampa Lodge, Tall Cedars 


STATE NEWS ITEMS 41 


of Lebanon; and honorary member of Fellow- 
ship and Windhorst Masonic Lodges and 
Pythagoras Lodge, K. of P. 

Doctor Oppenheimer is survived by his 
widow, Mrs. Alberta Dozier Oppenheimer ; 
a son, Louis Oppenheimer, Tampa; five 
daughters, Mrs. Hortense Leopold, Mrs. 
Oliva Schofield and Mrs. Carmen Hirsch, 
Tampa; Mrs. Irma Haas, Montgomery, Ala. ; 
and Mrs. Dorothy Breckenridge, Houston, 
Tex.; a brother, Dr. William S. Oppenheimer, 
and eight grandchildren. 


OIE ACG eR IN 
LEWIS PIERCE 


Dr. Lewis Pierce, aged 39, one of Mari- 
anna’s leading physicians, born in Marianna, 
Florida, in 1900, died as a result of an auto- 
mobile accident in Thomaston, Georgia, Sat- 
urday, May 27, 1939. 

Doctor Pierce received his medical educa- 
tion at Emory University at Atlanta, Georgia, 
graduating in 1926. He served his internship 
at St. Joseph’s Hospital, Atlanta, and was 
appointed as one of the seven house physicians 
at Wesley Memorial Hospital, Atlanta, prac- 
ticing in this capacity for about a year. He 
began his practice in Atlanta, Georgia, an 
associate with Dr. Clarence Johnson, later 
going to Jacksonville, Florida, where he was 
associated with Dr. Ralph Greene. 

During the fall of 1929 he moved to Mari- 
anna, where he continued his practice until 
the time of his death. In 1928 Dr. Pierce 
married Miss Eddie Smith of Atlanta, to 
whom three children were born. A member 
of the Methodist Church, he one of 
Marianna’s foremost citizens with an enviable 
record as a well-trained and competent phy- 
sician. He was a member of the Phi Beta Pi 
medical fraternity, Sigma Alpha Epsilon fra- 
ternity, a lieutenant in the U. S. Army Re- 
serve Medical Corps, member of the Jackson 
County Medical Society, member of the Flor- 
ida Medical Association, the Chattahoochee 
Valley Medical Society, the Southern Medi- 
cal Association, and the American Medical 
Association. 


Was 


He is survived by his widow and three 
small sons, James Lewis, Jr., 8, Edward 
Smith, 5, and Robert S., III, 3; his mother 
and father, Dr. R. S. and Mrs. Ella Lewis 
Pierce: Miss Elizabeth Pierce; 


sister, 


one 
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one brother, R. S., Jr.; and a great many 
friends and relatives who will learn of his 
death with sincere regret. 

The following resolution was passed by the 
Jackson County Medical Society at the reg- 
ular meeting held June 8, 1939: 


Whereas, God in His infinite wisdom hath seen fit to 
remove from our midst one of our most beloved 
brothers, Dr. Lewis Pierce, and 

Whereas, by his untiring and studious devotion to 
the practice of medicine and continued sacrifices in the 
interests of his profession, he endeared himself to the 
entire community, and 

Whereas, we, the members of the Jackson County 
Medical Society, feel deeply the loss of our esteemed 
brother and friend; therefore, be it 

Resotvep, That the Jackson County Medical Society 
express its sorrow in the passing of Dr. Lewis Pierce; 
that a copy of this resolution be sent to his wife; that 
a copy be entered on the minutes of this society ; and 
that the same be published in the Journal of the Florida 
Medical Association. 


ANOS se RRR 
BIRTHS, MARRIAGES AND DEATHS 


BIRTHS 


Dr. and Mrs. R. Sam Moseley of Miami announce 
the birth of a son, Robert Samuel, Jr., on Thursday, 
June 22, at the Jackson Memorial Hospital. 


* ss * 
Dr. and Mrs. C. D. Hoffmann of Orlando announce 


the birth of a son, Latta Autrey, March 30, at the 
Orange Genera! Hospital. 


* *K * 


Dr. and Mrs. Robert M. Baker of Jacksonville an- 
nounce the birth of a son, George Robert Henderson, 
June 5, in St. Vincent's Hospital. 


MARRIAGES 


Dr. G. C. Ferrante and Miss Rose Marie Ferlita, 
both of Tampa, were married on June 4, 1939. 


DEATHS 


Dr. Louis S. Oppenheimer of Tampa died June 12 
at Perry of a heart attack, while enroute to Montgom- 
ery, Alabama, to visit a daughter. 





MEDICAL DISTRICT MEETINGS 1939 





W Marianna (A)... . July 20 
coin ™ Palatka (C) .... Sept. 14 
Lakeland (D)... . Sept. 28 

West Palm Beach (F) Oct. 12 

— cee (BB)... ... Oct. 26 
Are OU. Sanford (E)..... Nov. 9 


Any member who wishes to read a scientific paper at 
his district meeting is urged to make application imme- 
diately. From applications received four essayists will 
be selected by the senior councilor in each district. Mail 
your application to Box 1018, Jacksonville, Florida. 


COMPONENT COUNTY SOCIETIES 
BROWARD COUNTY MEDICAL SOCIETY 

At the May meeting of the Broward County 
Medical Society, Dr. Leigh F. Robinson, 
president of the Florida Medical Association, 
was presented with a Hamilton watch, as a 
token of the society’s appreciation of his work 
and to honor him upon his elevation to the 
presidency. The presentation was made by 
Dr. R. L. Elliston, president of the Broward 
County Medical Society, and was gratefully 
acknowledged by Doctor Robinson. 


* * * 
DADE COUNTY MEDICAL SOCIETY 


A postponed meeting of the Dade County 
Medical Society was held on the evening of 
July 12 in the Ingraham Building. The scien- 
tific program consisted of a symposium on 
Medical Economics, presented as follows: 


(a) Present Status of Hospital Insurance— 
George D. Lilly. 


(b) Present Status of Medical Insurance— 
Walter T. Hotchkiss. 


(c) Cost of Special Procedures, X-ray, Lab- 
oratory, etc. 
x ok x 
DUVAL COUNTY MEDICAL SOCIETY 

The June meeting of the Duval County 
Medical Society was held in the Assembly 
Room of the Old Inn of the Ponte Vedra 
Country Club, on the evening of June 21. Dr. 
R. W. McNealy, Associate Professor of 
Surgery at Northwestern University, Chicago, 
was principal speaker, using as his subject 
“Recent Advances in Preoperative Care of 
Patients.” 

Invitations to this meeting were extended 
to all doctors in attendance at the Medical 
Short Course at Daytona Beach. 

Following the scientific program, a buffet 
supper and dance were enjoyed at the Ponte 


Vedra Bath Club. 
x * x 
JACKSON COUNTY MEDICAL SOCIETY 
Dr. C. C. Box of Graceville, vice president 
of the Jackson County Medical Society, pre- 
sided at the meeting held June 7, in the ab- 
sence of Dr. C. J. Price of Alford, president. 
Plans were discussed for the coming meeting 
of the Northwest Medical District (A), to be 
held in Marianna, July 20. 
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PASCO-HERNANDO-CITRUS COUNTY MEDICAL 
SOCIETY 

Drs. William B. Moon and P. J. Hudson 
entertained the members of the Pasco-Her- 
nando-Citrus County Medical Society at a 
sight-seeing and fishing trip on Thursday 
evening, June 8. 

“Hazel,” the beautiful boat of C. W. Croft 
of Homosassa was chartered for the occasion. 
The trip included a run down the river, a dis- 
tance of 6 miles, and 3 miles in the gulf. A 
fish dinner was served on the boat. At a 
scientific session held en route, Dr. Claude L. 
Carter and other members gave interesting 
case reports. 

A vote of thanks was extended to Doctors 
Moon and Hudson for this delightful trip. 
Appreciation was also expressed to Mr. Croft 
whose completely furnished boat and wonder- 
ful fish dinner were so thoroughly enjoyed. 
Those who attended were: Dr. Claude L. 
Carter of Inverness; Dr. and Mrs. G. R. 
Creekmore and Dr. and Mrs. S. C. Harvard 
of Brooksville; Dr. and Mrs. W. B. Moon 
and Dr. and Mrs. P. J. Hudson and daughter 
of Crystal River. 

* Ok Ok 
PINELLAS COUNTY MEDICAL SOCIETY 

Dr. Paul L. White of St. Petersburg was 
principal speaker at the meeting of the Pinel- 
las County Medical Society held on the even- 
ing of June 2 at the Chatterbox. Doctor 
White presented a paper on “Pernicious 
Anemia.” 

The initial Academy Program of the So- 
ciety was held in Sunshine Hall, Power and 
Light Building at 8 o'clock on June 16, the 
following subjects being presented: 
“Arteriosclerotic Heart Disease,” N. M. Marr. 
“Cholecystitis,” R. W. S. Owen. 
“Intra-ocular Tension,” R. D. Murphy. 


>*k * * 


POLK COUNTY MEDICAL SOCIETY 
Dr. J. W. Annis of Lakeland was the fea- 
tured speaker at the meeting of the Polk 
County Medical Society held at the Lake Re- 
gion Dining Room, Wednesday evening, June 
14. His subject was “Cardiac Arrhythmias.” 
The Woman’s Auxiliary held a meeting at 
the same time in the coffee shop. 
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ABSTRACT DEPARTMENT 








Members of the Florida Medical Association who 
have had articles published in out-of-state medical 
journals are requested to forward such journals or 
reprints to Box 1018, Jacksonville, for abstracting 
in this department. 


The Hygiene of Swimming, Taytor, H. Mar- 
SHALL, Jacksonville, Virginia M. Monthly, 
66: 32-35 (January), 1939. 

The relationship of infections of the 
sinuses and ears from swimming is not so 
much due to infected water or high concen- 
trations of chemicals used in sterilizing swim- 
ming pool waters, as to the fact that man as 
a terrestrial being is poorly equipped and ill 
adapted to aquatic life or even temporary ex- 
posures to an aquatic environment. 

Structurally, man is poorly adapted to an 
aquatic environment, because unlike saurians, 
certain birds, and mammals such as the hip- 
popotamus, he has no folds or muscles ca- 
pable of closing off the nares and ears on sub- 
mersion in water, and on such immersion, 
especially if it is forcible, the nasal mucus 
which is protective is washed away leaving the 
nasal membranes free to the destructive action 
of water. Moreover, in assuming the upright 
position, man lost the ability to drain his 
sinuses by gravity, and had to depend on a 
normal ciliated mucosa for drainage of his 
sinuses, which mucosa he cannot protect from 
immersion. So man is peculiarly liable to in- 
jury to his nasal membranes in swimming. 

Infection of the nose and sinuses in man 
following swimming may depend not only 
on his poor structural adaptation to the aquatic 
environment, but also on the fact that he 
lowers his resistance to infection by immer- 
sion. By prolonged immersion man not only 
washes away his protective nasal mucus to 
allow easier entrance of bacteria, but he also 
rapidly cools his body as water at 70° F. cools 
the body twenty-seven times faster than air. 
Such cooling may produce anoxemia, depres- 
sion of the automatic nervous system with 
vasoconstriction and lowered local resistance, 
decreased phagocytic ability, and increased 
metabolism which will rapidly reduce energy 
for resistance to infection. 

Taylor recommends that swimming be lim- 
ited to half-hour periods and that all swim- 
mers learn proper breathing metho!s of ex- 
haling while submerged and inhaling while 
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HDR. RANDOLPH’S SANITARIUM 


JACKSONVILLE, FLORIDA 
REGISTERED A. M. A. 

FOR THE CARE AND TREATMENT OF 
NERVOUS AND MILD MENTAL CASES 
Comfortably furnished rooms. Home atmosphere emphasized. 
Utmost privacy. Tactful nursing. Number patients limited to 
insure maximum attention. 


JAMES H. RANDOLPH, M. D. 
Resident Neuropsychiatrist 
4422 HERSCHELL STREET JACKSONVILLE, FLA. 
Phone 2-2330 
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TRICHOMONAS VAGINITIS 


eg insufflations of Wyeth’s Compound 

Silver Picrate Powder and the supple- 
mentary use of twelve Silver Picrate 
Vaginal Suppositories usually result in 
complete remission of symptoms of 
trichomonas vaginitis and the disappear- 
ance of trichomonads from the smear. 


CONVENIENT e¢ SIMPLE « EFFECTIVE 


Complete information on request 
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above water, and especially to take in air be- 
fore diving; diving feet first is especially in- 
dicted as causing forceful pressure of water 
into the nose and sinuses. 





Diagnosis of Diabetes in Patients Taking Thia- 
min Chloride, Hart, Rutu S., and Wise, 
Louis E., Winter Park, J. A. M. A. 112: 
423 (Feb. 4), 1939. 

The authors discuss the possibility of pa- 
tients on thiamin chloride producing sugar- 
reducing agents in the urine and describe a 
case in which sugar was found in the urine 
of such a patient despite a blood sugar of 
90 mg. 

The possibilities were: 

1. Marked interval elimination of stored 
thiamin. 

2. Elimination of oxidizable degradation 
products of the same. 

3. Elimination of oxidizable degradation 
products of theophylline with ethylenedia- 
mine or phenobarbital or both, which the pa- 
tient was also taking. 

4. Lowering of the renal threshold to 
dextrose through the agency of thiamin 
chloride. 





Skeletal Traction in Fractures of the Radius 
and the Ulna, Jewett, Eucene L., Orlando, 
J. Bone & Joint Surg. 20: 206-8 (Jan.), 
1938. 

Jewett describes an ingenious method of re- 
ducing and placing in fixation a fracture of 
both bones of the forearm, a little above the 
wrist joint, which had defied three attempts at 
closed reduction. 

The arm was placed in a fracture frame, 
Kirschner wires were inserted through the 
olecranon and both lower fragments, and 
screws were fastened to the lower portion of 
both upper fragments. Separation of the wires 
produced sufficient extension to approximate 
the fragments and outward traction on the 
screws brought them into correct alignment, 
after which a non-padded plaster cast was ap- 
plied. Pieces of tongue depressor were then 
placed between the hardened cast and the 
washers and heads of the screws and the ends 
of the screws were covered with plaster. 
Roentgenograms taken at two-week intervals 
showed maintenance of good position of the 
fragments. 
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FLORIDA SANITARIUM AND HOSPITAL 


located on one of Orlando’s beautiful lakes and 
encircled by shaded lawns and orange groves, 
offers a cheerful, homelike atmosphere that in- 
duces rest and relaxation for the convalescent 
and the nervously fatigued individual seeking 
a quiet place. Facilities available for check-up 
and diagnosis, in charge of efficient, registered 
technicians. The daily routine includes pre- 
scribed diet, hydrotherapy and other forms of 
physical therapy, exercise, and social activities 
for those able to engage in them, and the best 
of nursing care by skilled professional nurses. 
Member of American Hospital Association. 
Ethical co-operation with the profession. Phy- 
sicians cordially invited to visit the institution. 
Write for additional information. 
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ORLANDO, FLORIDA 
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For the relief of pain, Dilaudid hydrochloride has several 
advantages over morphine. It is a stronger analgesic, acts 
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Analgesic Dose: Dilaudid hydrochloride 1/20 grain will 
usually take the place of 1/4 grain morphine sulphate. 
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ADVERTISERS’ NOTES 











SUMMER DIARRHEA IN BABIES 

Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a quickly 
effective method of treating all types of diarrhea, both 
in bottle-fed and breast-fed infants. For the former, 
the carbohydrate is temporarily omitted from the 24 
hour formula and replaced with 8 level tablespoonfuls 
of Casec. Within a day or two the diarrhea will usually 
be arrested, and carbohydrate in the form of Dextri- 
Maltose may safely be added to the formula and the 
Casec gradually eliminated. Three to six teaspoonfuls 
of a thin paste of Casec and water, given before each 
nursing, is well indicated for loose stools in breast-fed 
babies. Please send for samples to Mead Johnson & 
Company, Evansville, Indiana. 





AMERICAN OPTICAL CO. 

American Optical Co. announces it is now in a posi- 
tion to supply the Otto Barkan Focal Illuminator. This 
Illuminator may be used as- a small operating lamp, 
a hand slit-lamp, or as a transilluminator. 

Its features are as follows: only 4% inches over all, 
and weighs but five ounces; it may be held in the hand 
or attached by means of an adjustable bracket directly 
to the Micro-Gonioscope, Corneal Microscope, or Floor 
Stand. It operates on eight volts, the transformer being 
an integral part of the wall plug. The lamp remains 
remarkably cool even after long burning. The light 
source is an ordinary automobile bulb obtainable any- 
where for a few cents. 

By pulling out the rear focussing slide % inch, a 
round patch of light of 500 foot-candles, 7% of an inch 
in diameter, is formed at five inches distance. By 
focussing either or both focussing slides, a brilliant 
slit image of the filament is formed of various sizes. 
By removing the front focussing slide a patch of light 
of 100 foot-candles, 2%4 inches in diameter, is formed at 
five inches. 

The lamp and transformer are so small and light 
that the whole outfit may be easily carried in the 
pocket or in the hand-bag. 

The following are available: Lamp and Transformer 
with connecting cord, Floor Stand, Adjustable Clamp 
for Corneal Miscrosope, straight and bent Transillumin- 
ating Cones; and Cobalt Filter for facilitating the 
fitting of contact glasses. 





EXHIBIT SPONSORED BY SQUIBB AT NEW YORK’S 
WORLD’S FAIR SHOWS HOW DRUG 
PRODUCTS ARE SAFEGUARDED 
“Safeguarding Medicinal Products by Research and 
Control” is the subject of a vitally interesing exhibit 
at the New York World’s Fair sponsored by E. R. 
Squibb & Sons. This exhibit, together with those of the 
American Medical Association, the Rockefeller Founda- 
tion, the American Public Health Association and sim- 
ilar organizations, as well as those of some other 
pharmaceutical houses, is located in the Medicine and 
Public Health Building on Constitution Mall near the 

Theme Center. 

The average layman, who takes a prescription to his 
local drug store, is totally unaware of the great care 
taken by many agencies to assure that the drugs used 
in that preparation are pure and potent—capable of 
producing the result which his physician intended. In 
the Squibb exhibit, the World’s Fair visitor learns of 
the safeguards established by the government, phar- 
macists, and reputable pharmaceutical manufacturers 
to the end that the patient may receive the greatest 
benefit from the physician’s training and skill. 

He sees examples of the U. S. Pharmacopoeia, the 
National Formulary and the various legal enactments 
whose ultimate purpose is the safeguarding of public 
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THE TUCKER SANATORIUM, Incorporated 
212 West Franklin Street (Corner of Madison) RICHMOND, VIRGINIA 





Private Sanatorium for neurological cases under the charge of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. Department of Physiotherapy. 
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health through the practical standardization of medi- 
cinal products. Beside these are specimens of the assay 
reference standards of many of the more important 
preparations used in medical practice. On adjoining 
panels is indicated something of that infinite variety of 
laboratory control tests which the conscientious manu- 
facturer makes in order that the finished products will 
merit in all respects the full confidence of the physician. 


Safeguarding drug products, however, is only half 
of the story. The Squibb exhibit also gives, by means 
of a few selected examples, an idea of what research 
is contributing toward the medicine of tomorrow. 

Because of their immediate and popular interest, 
some of the results of recent investigations on vita- 
mins are featured. Described in detail is one of the 
newer vitamins, vitamin K—the factor needed in cer- 
tain conditions when the clotting power of the blood is 
delayed. Adjoining the vitamin K exhibit is a remark- 
able array of most of the known vitamins in crystalline 
form—a symbol of the achievement of the many in- 
vestigators who have devoted their research mainly to 
the science of nutrition. Finally, tribute is given to the 
part played by the animal world in hastening and ex- 
tending man’s conquest of disease. 

The entire exhibit encompasses’ much that is behind 
the scenes insofar as this tremendous activity is known 
to the layman. It will be a great revelation and should 
contribute to a feeling of added security for the visitor 
to see and learn something of the great effort being 
made by thousands of scientific workers in his in- 
terest and for the protection of his health. 








BOOKS RECEIVED 











Acknowledgment of books received will be made in 
this column and this will be deemed by us a full com- 
pensation to those sending them. A selection will be 
made for review, as expedient. 


DISEASES OF THE NOSE AND THROAT. (Second Edition 
Revised.) By CHartes J. Imperatort, M.D., F.A.C.S., 
Prof. of Otolaryngology, New York Polyclinic Medi- 
cal School and Hospital, and Herman J. BurMAn, 
M.D., F.A.C.S., Adjunct Prof. of Otolaryngology, New 
York Polyclinic Medical School and Hospital. The 
purpose of this volume is stated in its preface: “The 
general practitioner and the senior medical student are 
constantly confronted with the problems: what is the 
diagnosis of this condition, and how shall I treat it? 
It is to answer these questions that the authors have 
written this book, which is essentially the course given 
to the matriculates at the New York Post-Graduate 
Medical School of Columbia University. A comprehen- 
sive description of the diseases most frequently en- 
countered is given, while the less common conditions 
are briefly noted, and particular emphasis is placed on 
the necessity of thorough and routine examination.” 

Cloth. Price $7.00. Pp. 726, with 480 illustrations. 
Philadelphia: J. B. Lippincott Company, 1939. 





TRAUMA AND INTERNAL DISEASE: A BASIS FOR MEDICAL 
AND LEGAL EVALUATION OF THE ETIOLOGY, PATHOLOGY, 
CLINICAL PROCESSES FOLLOWING INJURY. By FRANK W. 
Spicer, A.B., M.D., F.A.C.P. The material contained 
in this work, presented in 25 chapters, deals with 
trauma in its relation to the Brain, the Spinal Cord, 
the Chest and Respiratory System, Tuberculosis, the 
Heart, the Blood Vessels, the Abdomen, Gastric and 
Duodenal Ulcers, the Liver and Biliary System, the 
Pancreas, the Spleen, Appendicitis, the Genitro-Uri- 
nary System, the Female Genital Tract, Air Embolism, 
Diabetes, Exophthalmic Goiter, Leukemia, Arthritis, 


Syphilis, Electrical Injuries, and Tumors. Cloth. Price, 
$7.00. Pp. 593, with 43 illustrations. Philadelphia: J. B. 
Lippincott Company, 1939, 
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Brawner’s Sanitarium 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 
For Nervous and Mental Disorders, Drug and 
Alcohol Addictions. 
Approved diagnostic and therapeutic methods. 


Hydrotherapy, Eiectrotherapy, Massage, X-Ray 
and Laboratory. 
Special Department for General Invalids and 
Senile cases at Monthly Rates. 
James N. Brawner, M.D., Medical Supt. 
Asert F. Brawner, M.D., Resident Supt. 














PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


) acciDeNT / INSURANCE 


For Ethical Practitioners Exclusively 
(50,000 POLICIES IN FORCE) 


Liberal Hospital Expense Coverage for $10.00 per year 


F 
$5,000.00 accidental death $33.00 


$25.00 weekly indemnity, accident and sickness per year 














F 
$10,060.00 accidental death $66.00 


$50.00 weekly indemnity, accident and sickness per year 





~ For 
$15,000.00 accidental death $99.00 
$75.00 weekly indemnity, accident and sickness per year 


oo 





37 years under same management 
$1,700,000 INVESTED ASSETS 
$9,000,000 PAID FOR CLAIMS 


$200,000 deposited with the State of Nebraska for 
protection of our members 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability 


Send for application, Doctor, to 
400 First National Bank Building . Omaha, Nebraska 
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Jour. F. M. A. 
Jury, 1939 


ADVERTISING DEPARTMENT 








| 


J. K. ATTWOOD, Pharmacist 


Medical Arts Building 
1022 Park Street 
JACKSONVILLE, FLORIDA 





BIOLOGIGALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 








Out-of-Town Orders Shipped by Return Mail 


















HOYE’S SANITARIUM 


“In the Mountains of Meridian” 
Meridian, Mississippi 

Diagnosis and Treatment of Nervous and Mental 
Diseases, Alcoholic and Drug Addictions. Es- 
pecially equipped for the Treatment of Mental 
Disorders. Convalescents, Elderly People and 
those requiring Metrazol Therapy given special 
monthly rates. Personal supervision of patients. 
Consulting physicians. 


Dr. M. J. L. HOYE, Supt. 


Formerly sixteen years Superintendent 
of East Mississippi State Hospital 











Ambulance Directory 





CAREY HAND 
32-36 Pine Street 
ORLANDO, FLORIDA 
Telephone 4381 





COMBS FUNERAL HOMES 
Ambulance Service 


Phone 52101 
MIAMI BEACH, FLA. 


Phone 32101 
MIAMI, FLORIDA 





FERGUSON FUNERAL HOME, INC. 
1201 South Olive 


WEST PALM BEACH, FLA. 
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CAREFUL 
DRIVERS 
Savings up to 407%! 


* If Your Car Is Damaged 
* If You Injure Some One 








1. Financial Rating — A+ 
(Best’s Guide.) 


2. Our Feature Policy — 
“Pays the Man Who 


Pays the Premium.” 


3. Prompt Settlements thru 
SALIENT your ewe Agent. 

4. Coast to Coast Service. 
FEATURES 5. Legal Reserve - National 
Standard Policy. 

f 6. Travel Information 


through Travel Bureau 


1. Low Cost — Preferred 
Risks only. 














NON-ASSESSABLE POLICIES 
Financial Strength 


Assets . . . . . $15,702,434.75 
Surplus $ 4,270,244.24 








“¥.Call your Florida State Farm Agent 





State Farm Mutual Automobile Insurance Co. 
BLOOMINGTON, ILL. 





GOING TO WORLD'S FAIR THIS SUMMER?! 
Send your name and date of automobile insurance 
expiration for FREE STATE FARM ROAD ATLAS 
—120 Pages—State Maps of all auto routes, hotels, 
tourist information. You can use this on any trip. 





Name 


Addres Ss. 





My Automobile Insurance Expires.............-....-.----eseeeeseeeeeeeoes 
DEPT. F 

















Prease MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 
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WOMAN’S AUXILIARY 


TO THE 
FLORIDA MEDICAL ASSOCIATION, INC. 


OFFICERS 

. L. C. Incram, President 
. Gorvon H., Ira, First Vice President... .Jacksonville 
F. W. Kruecer, Second Vice President So. Jacksonville 
‘oe HatTFIELp, Corresponding Secretary..Orlando 

ENRY Leroy OeETJEN, Secretary-Treasurer. Leesburg 
. Crayton E, Royce, Historian Jacksonville 
. Epwarp JeELks, Historian Jacksonville 


COMMITTEE CHAIRMEN 
ee A. Pines, Press and Publicity 
EIGH F, Rosinson, Hygeia Ft. Lauderdale 
. Ropert D. FERGUSON, ublic Relations Ocala 
. S. M. Copecanp, Legislation Jacksonville 
- Gorvon H. Ira, Program Jacksonville 
.R. L. Crrne, Finance 
< McMurray, Exhibits 
LTER A. WEED, Archives 
. F. W. Kruecer, Organization 


DISTRICT CHAIRMEN 
LG Tit_man, North Central “B” Gainesville 
W. Veat, Northeast “C” Jacksonville 
WwW. Ww. Harpen, Southwest “D”’ St. Petersburg 
. Frank D. Gray, South Central “E” 
. H, A. Leavitt, Southeast “F’”’ 











WOMAN’S AUXILIARY 

The Woman’s Auxiliary and the Florida 
Medical Association’s Advisory Committee to 
the Auxiliary held a joint meeting at Daytona 
Beach, Monday, June 19, following a dinner 
party held at the Sea Side Inn. Dr. Leigh F. 
Robinson, the Medical Association’s presi- 
dent, was our guest of honor. The following 
charges were adopted and copies mailed to 
each county auxiliary president: 

The first three we may consider our main 
objectives. The remainder, however, are in 
many respects no less important. 

I. Hold regional auxiliary meetings at the same time 


and place of the state district medical meetings as 
near as possible. 


Hold bigger and better third annual Health In- 
stitute day. 


Consider starting as a state objective, a medical 
school scholarship fund for a doctor’s widow’s 
son, or some deserving member of a doctor’s 
family, this to be voted on at the next state medi- 
cal meeting, in Tampa, a small amount to be pro- 
rated from each member. 


Continue to publicize as widely as possible the 
necessity for periodic examinations of domestic 
servants, as well as periodic health examinations 
for all. 


Hold yourself in readiness to cooperate 100 per 
cent with the chairman of the legislative com- 
mittee. 

See that your organization becomes informed 


about socialized medicine, and distribute literature 
on this subject. Literature may be obtained at the 


following address: National Committee to Up- 
hold Constitutional Government, 205 E. 42nd 


Street, New York, N. Y 


Cooperate with the Tuberculosis Association, par- 


ticularly the Christmas seal sale. 


Cooperate with the Southern Jane Todd Craw- 


ford Memorial scholarship fund. 


Secure A. M. A. broadcasts over your local sta- 
tion and urge the schools of your county to per- 
mit the pupils to listen and make use of them in 


their science classes. 


Continue diligently to distribute the magazine 


Hygeia. 


Cooperate with the Cancer Field Army. 


Prepare an interesting exhibit for the state medi- 


cal meeting. 


Secure the health education program, 1939-40, 


of the National Auxiliary from Mrs. V. 


Holcombe, 1635 Quarrier Street, Charleston, 


West Virginia. 


If I can be of any further service in helping 
you outline your program for the coming 
year, please feel free to call upon me. 


Mrs. Gorpon H. Ira, 


Program Chairman. 











Cook County 
Graduate School of Medicine 


(IN AFFILIATION WITH COOK COUNTY HOSPITAL) 
incerporated net fer profit 


ANNOUNCES CONTINUOUS COURSES 


MEDICINE—Two Weeks’ Course Gastroenterology 
September 25th. Two Weeks’ Personal Course Elec- 
trocardiography August 7th. Special Courses in Aug- 
ust. Two Weeks’ Course October 9th. 

SURGERY—General Courses One, Two, Three and 
Six Months; Two Weeks’ Intensive Course in Sur- 
gical Technique with practice on living tissue; 
Clinical Courses; Special Courses. Courses start 
every two weeks. 

GYNECOLOG Y—Four Weeks’ Personal Course Aug- 
ust 28th. Two Weeks’ Course October 9th. 

OBSTETRICS—Two Weeks’ Intensive Course Octo- 
ber 23rd. Informal Course every week. 

FRACTURES & TRAUMATIC SURGERY—Ten 
Day Formal Course September 25th. Informal Course 
every week. 

OTOLARYNGOLOGY — Two Weeks’ Intensive 
Course starting September 11. Informal Course 
every wee 

OPHTHAL MOL OGY—Two Weeks’ Intensive Course 
starting September 25. Informal Course every week. 

CYSTOSCOPY—Ten Day Practical Course rotary 
every two weeks. Urology Courses every two weeks. 

ROEN TGENOLOGY—Special Courses X-Ray Inter- 
pretation, ho “aaa Deep X-Ray Therapy start- 
ing every wee 


GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES EVERY WEEK 


Teaching Faculty 
ATTENDING STAFF OF Cook County Hosp1Tau 


Address 
Registrar, 427 South Honore Street, Chicago, Tl. 














